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Section A. DIP FIELD PROJECT SUMMARY TABLE

See Attachnment A for Table A Field Project Summary

Section B. LOCATI ON AND FORMAL AGREEMENTS

B.1 Location description

The M HV Dagoretti Child Survival Project is being inplenmented in
the Dagoretti Division of Nairobi. Dagoretti is a peri-urban slum
area in the western-nost division of Nairobi Province. Wt hin
the project area are three subdivisions: Withaka, Mituini, and
Rut hi m t u- Ut hiru.

The current estimated total population in the service area is
42,000, although other estimates have set the figure as high as
62, 000. The higher figure of 62,000 was based on the 1979 census
data with a 7% annual increase (1989 Kenya Denpbgraphic and Health
Survey which was developed by the Mnistry of Home Affairs and
Nati onal Heritage). Based on the 1989 census data, however, which
was released in 1994, the annual project growh rate appears to
be closer to 3.6%

The target population includes wonen 15 to 49 years, children
under the age of two, and high risk children under the age of
five. It is estimated that the total nunber of children under the
age of two is at least 2,300. An estimated 3,500 births occurred
during the period 1991 - 1994.

According to the Project's baseline data of wonen with children
under two years of age, the nean age of nothers was 24 years.
Literacy rates of these nothers was high, 91.5% But incone
generating activities were available to only 18.9% Unenpl oynent
in Kenya is currently high and is increasing, negatively
affecting the accessibility to health care for poor people and
therefore the health status of the popul ation.

B.2 Location iustification

The Project site selection was nade by Dagoretti conmunity

| eaders, in collaboration with the Nairobi Cty Council (NCC)'’s
Departrments of Public Health and Gty Planning, the University of
Nai robi Medi cal School's Departnment of Pediatrics, and other
NG . In 1987, MHV staff approached the District Oficer, Emma
Ndario, with a proposal to develop a primary health care program
in Dagoretti. The comunity |eaders explained their plan for
health care services in Dagoretti to MHV in a series of
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neetings. Their principle requirenment for establishing the
Project was that it include a clinic. The site of the clinic had
al ready been chosen by the conmunity.

The Nairobi City Council (NCC) operates a health center in
Wai t haka, which is approximately four kiloneters from the
Chandaria-MHV Health Center (HC) and located within the project
area. It is staffed by NCC nurses, but currently has no clinical
officer. The effectiveness of the NCC clinics has been hindered
by lack of drugs and basic nedical supplies. The Chandaria-M HV
Health Center (HC) works in close cooperation with the Wiithaka
clinic. MIHV has had discussions with NCC about providing
adm ni strative support to inprove the quality of their services.

B.3 Formal agreenents

A formal agreenent between the Nairobi Gty Comm ssion (NCO),
Chandaria Foundation, and MHV was signed at the inception of the
Project in 1988. Provisions in this agreenent include |easing of
the land for the HC for a period of 99 years and authorization to
operate a fee-for-service, non-profit clinic. In addition, a
formal agreement with the Kenya Mnistry of Health (MOH) assures
the Project technical support and guidance, nonitoring and

eval uation, supply of vaccines, contraceptives, ORS and health
education materials. It is through this agreenent that the MOH
plays a nmjor supportive role by seconding 16 clinical staff to
the Project.

M HV has col |l aborative agreenments with the University of Nairobi
Departments of Nursing Science, Obstetrics and Gynecol ogy and
Community Health Managenent. These enable the Project to
integrate trainings in community services with the activities of
the HC. In addition, the Department of Pediatrics participates in
the HC s Board of Managenent. This cooperation is an inportant
conponent that directly contributes to project sustainability.
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Section C. PRQJECT DESI GN

C.| Baseline survey results

A copy of the 1994 Baseline Survey is included as Attachnent B.
This survey was conducted in late July by a team that included
MHV field staff, a MHV hone office representative and two
external eval uators.

c.2 Goal and obiectives

A copy of Table B, sunmarizing the project's overall goal and
nmeasur abl e objectives for each intervention, is included as
Attachnment C.

c.3 Proiect desisn

The MHV Dagoretti Child Survival Project integrates a health
center (HCQ and a comunity-based health care program (CBHC). The
HC was constructed with local funding in 1991 and has since
provided basic primary and curative care to the Dagoretti
community. It is staffed by 30+ trained Kenyan health care
professionals (clinical officer, nurses, |ab and pharnacy
technicians, and nutritionist) and support staff (adm nistrators,
CBHC trainers, clerks, facility maintenance staff and guards).
The CBHC was initiated in 1988 when MHV began it's project in
Dagoretti. The primary inplenenters of the CBHC are 261 trained
vol unteer comunity health workers (CHWs).

Recently, efforts have been directed towards integrating the
services of the HC with those of the CBHC as a way to strengthen
both. MHV utilizes both the HC and CBHC as nechani sns for
achieving the objectives of this child survival project. The HC
nurses are involved in training and supporting CHWs, and offering
health education to the conmunity. The CHW refer cases to the
HC.

This integration of services has enhanced both the HC and the
CBHC. The HC has a strong connection to the community through the
CHWs. The cHWs’ credibility has been enhanced as a result of the
exi stence of an affordable, efficient health care center in the
project area where they can refer clients. It is also felt that
this integration of services will help to insure sustainability
of the Project beyond the continuation of direct USAID

i nvol venent .
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This design was adopted to reflect conmmunity interest and prinmary
health care needs in Dagoretti. Prior to the start of this
project the conmunity had already developed plans for a primry
health care program that would include the construction of a
health center.

Wnen and children enter the program through both the HC and the
trained CHWs. Mdthers and children receive health education and
counseling, inmmunizations, and other primary health care services
at the HC. The CHWs, TBAs and CBDs are also entry points for the
distribution of project services. In addition, the project uses a
variety of approaches to advertise it's services and conmmunicate
heal th education nmessages to the commnity, including barazas,

har anbees, videos presented at the HC, and advertising. The
principle targets for health education nessages are nothers of
children under the age of five.

Following is a list of the specific interventions of this child
survival project and the popul ations targeted.

° H V/ AIDS Prevention/STDs: Primary targets are wonen of
chil dbearing age and their partners. Secondary targets are

yout h.

a Fam |y Planning/ Maternal Care: Targeting wonen of
chi | dbeari ng age.

° ALRI/EPI: Primary targets are infants. Secondary targets are
children ages one to five.

° ORT/Nutrition/Environmental Health: Targeting nothers of

children under the age of five.

c.4 Proiect evaluation

The project will conduct a md-term evaluation in 1996 to assess
t he devel opnment of its progranms and suggest nodifications to
enhance effectiveness. A final evaluation will be conducted in

1997. In addition to these formal evaluations, the project wll
conduct mni-surveys of CHW and TBAs and review their nonthly
reports. The project will continue to review HC data regarding
preventive and curative care of project area patients.

c.5 Trainins/supervision plan

The Deputy Project Director oversees the CBHC program Two
Assistant Project Oficers coordinate and conduct trainings of
CHW and TBAs. These project staff will be trained and certified
as Trainer of Facilitators (TOF) by AMREF. Upon conpletion, they
will be certified to train CHM and TBAs. In addition, the
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Assistant Project Oficers will facilitate trainings of the HC
nurses in working with TBAs and CHWs.

The project will have 300 active CHW by August 1997. To date,
261 CHWs have been trained. An additional 150 CHWs wll be
trained by August 1997, bringing the total nunber of trained CHW
up to 411 for the period 1988-1997. This has taken attrition into
account. MIHV’'s experience is approximtely 20% annual attrition
in volunteer involvenent.

Based on census estinmates, there were approximtely 11,200
households in the project area by the end of 1994, resulting in a
1:37 ratio of active CHW to households. This is projected to be
1:44 by 1997. The ratio of CHW to children is projected to be
one to eight by June 1995. Each child under the age of two will
receive at |east one hone visit per year from a project CHW

The CHW spend a mininmum of two hours per week doing project-
related volunteer activities. By August 1997, this wll result in
over 30,000 hours of volunteer time per year being directed
towards primary health care needs in Dagoretti comunity.

Each CHW nust attend at l|least three refresher courses during a
three year period for their ID cards to be renewed. A schedule is
bei ng devel oped that will include one refresher training per

| ocation for each nonth. Those who participate in the refresher
courses are issued current ID cards, new CHW T-shirts, and new
certificates. N nety (30 per location) refresher courses wll be
provi ded by the Project by August 1997. The trainings wll be
led by the Assistant Project Oficers.

Sixty Comunity Health Wrker Representatives (CHWRs) will be
selected from the 300 CHWs. By the end of 1995, all CHWRs will be
provided with refresher courses and trained in CHW supervision
and H'S reporting. This will result in a CHW: CHWR ratio of four
to one. CHWRs will interact at the village level with CHW and be
involved in recruiting and training future CHWs.

Thirteen Traditional Birth Attendants (TBAs) have been trained.
Wth the recruitnent of an ECN mdw fe/ TOI, the project wll
train an additional 47 TBAs. Refresher and new topics wll be
conducted at nonthly neetings. Fifteen TBAs will be trained in
1995 and the remaining 31 in 1996. MOH nursing staff will also be
utilized to conduct these trainings so that they may gain the
training skills necessary to inplenent these trainings on their
own.

The Deputy Director and Assistant Project Oficers will train the
Area Health Committees and the HC’s Board of Managenent in
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proj ect governance and |eadership. Oficial registration of the
Area Health Committees as a self-help group is expected by June
1995.

C.6. Response to proposal review comments

The project has addressed the concerns raised in the proposal's
technical review throughout the DIP. In addition, specific
responses are included as Attachnent D.

C.7 Detailed plans bv intervention

The Project goals are 1) to reduce norbidity and nortality of
children under-five and in wonen of child-bearing age, and 2) to
provide the project with the resources and training necessary to
sustain itself beyond August 1997 when USAID financial support
ceases.

Section Cc.7a - DI P for Imunization (EPI)

7a.1 Coverage Estinates

From the July 1994 Baseline Study, the project has |earned that
for children age 12-23 nonths, 96% had received DPT1; 83% had
received OPV3 (four doses including birth dose); and, 86% had
recei ved neasles vaccination. The dropout rate for DPT

i mmuni zati ons was 3% Ful I i munizations (BCG, DPT3, OPV3, and
Measl es vacci nations) were received by 77% of project children
aged 12-23 nonths.

The MOH inmmuni zation schedule for Kenya requires at |east five
visits:

Birth BCG OPV
6 weeks orvi, DPTI
10 weeks OoPV2, DPT2
14 weeks OPV3, DPT3
9 nonths Measl es

The percent of births fully protected by two nmaternal doses of
tetanus toxoid vaccine is estinmated to be between 34% (99/294)
and 59% (99/168), based on exam nation of nother's antenatal care
cards.
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7a.2 Know edse & Practice

Mot hers' awareness of the inportance of having their children

i muni zed is high as evidenced by the high inmmunization rates in
t he project area. However, from the base-line survey only 40%
(118/296) of nothers surveyed knew that TT vaccination provided
protection for both the nother and child.

7a.3 I nmmuni zati on bi ectives

a. Mai ntain at 95% the nunber of children 12 to 23 nonths
who received DPT1.

b. Maintain at 95% the nunber of children 12 to 23 nonths
who received DPTS3.

c. I ncrease from 86% to 90% the nunber of children who
recei ved neasl es vacci ne.
d. Maintain the dropout rate of children 12 to 23 nonths

bet ween DPTI and DPT3 at 5%
e. Mai ntain at 99% the nunber of children 12 to 23 nonths
who received BCG

f. Increase from 83% to 90% the nunber of children who are
recei ving OPV3.
g- Increase from 73% to 80% the nunber of children fully

i mmuni zed by 11 nonths of age.
Increase from 34% to 50% the nunber of nothers in the
project area have received at |east two doses of TT
vacci nati on.

i I ncrease from 40% to 75% the nunber of nothers who know
that tetanus toxoid protects both the child and the
not her agai nst tetanus.

7a. 4 Approach

The project provides inmmnizations free of charge on a year round
basis at the HC. These vaccines are supplied through the MoH
distribution center located ten kilometers from the HC. They are
mai ntained at the HC in an electric vaccine refrigerator that has
sol ar power and gas backups in case of electrical failure. The

i muni zations are adm nistered by the nine HC nurses who have
been seconded from MOH. Each has been specially trained in

vacci ne adm nistration.

The CHW are the primary contact between the project and "high

ri sk" groups. They educate current and expectant nothers on the

i mportance of tinmely inmmunizations and refer them into the HC

O her neans used to educate the "high risk” groups include
barazas and the folk nedia festivals. Collaboration with UN CEF s
Day of the Child program will continue to replace the previous
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outreach nobile clinics.

The project adheres to a "no miss" policy for vaccinations when
children cone for care. In July 1995, the project wll conduct
an evaluation of the effectiveness of this policy to determne

where inprovenents can be made and where in-service training of
staff are needed. This will include a short KAP survey on

i mmuni zat i ons.

7a.5 Popul ation

The estinmated targeted population for inmunizations is 23,022.

Live births, year 2 & 3 2,782

Infants, O 11 nonths 1, 315
Children, 12-23 nonths 1,022
Children, 24-59 nonths 3,129
Femal es, 15-49 years 10, 537
Total project area 18, 785

HC attenders from
outside main
project area 4,237

Total Beneficiaries 23,022

7a.6 1ndividual Docunentation

The project uses "Road to Health" cards printed by the MOH A
sanple is included as Attachnent E. CHW are taught to read

i muni zation/growh nonitoring cards during hone visits. For |ost
cards, data can be re-entered using records nmaintained in the HC
registry. Wien records aren't available, project staff

reconstruct the data based on discussions with the parents.

| muni zation cards are required of children when they enroll in
primary schools. Therefore, nothers are notivated to nmmintain the
cards and to insure that their children get fully imunized. In
addition, CHwWs, UNICEF nobile clinics, and village health

canpai gns encourage the nothers to have their children immunized.
Cards are issued in protective plastic envelopes to pronote
proper care and retention. Cards are currently obtained from the
MH and UNICEF. Only mininmal costs are incurred through the
purchase of plastic covers for the cards and their delivery to

t he HC
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7a.7 Drop-outs - Children

The maj or causes of dropouts and m ssed opportunities include

difficulty for nothers to get to the HC and |ack of awareness of
the value of imunizations. The project has utilized CHWs, TBAs,
and community-targeted health education events as nechanisns for
insuring that nothers are getting into the HC with their childrer
for immunizations. As denonstrated in the 1994 Baseline study,

drop out rates are |low and imuni zation coverage rates are high.

7a.8 Drop-outs - Wnen

The major causes of dropouts and m ssed opportunities include
difficulty for nothers to get to the HC and | ack of awareness of
the value of imunizations. Only 40% of nothers surveyed in July
1994 knew that TT vaccination provides protection for both the
nother and child. The project will utilize CHWs, TBAs and
community-targeted health education events to insure that
expectant nothers are getting into the HC for imunizations.

7a.9 Cold Chain Support

There are no apparent weak links in the cold chain. Vaccines are
supplied through the MOH distribution center |ocated ten
kilometers from the HC and maintained at the HC in a electric
vaccine refrigerator that has solar power and gas backups in case
of electrical failure. Vaccine tenperature is nonitored tw ce per
day by MXH nurses who are trained in standard EPI handling and
adm ni stration protocols. Vaccines are kept between zero and

ei ght degrees Celsius. Any variance formthis results in the
destruction of vaccines and procurenment of new stocks.

7a. 10 Surveill ance

EPI disease surveillance activities are not part of this Project.
Al t hough vaccine preventable diseases are nonitored through
routine HC norbidity statistics. Any occurrence or increase in
the incidence of these diseases can be investigated through
existing enrolled comunity nurses.

Section C.7b - DIP Control of D arrheal D sease (CDD)
7b.1 Baseline

The 1994 Baseline Survey showed that 25.7% of children under five
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had had episodes of diarrhea in the preceding two weeks.

Estimates indicate 584 cases of diarrhea per year occurred in the
project area. Per child and |ength of episode data are not
avai l able. The MXH has stated that dehydration from diarrhea is a
maj or cause of child norbidity and nortality in Kenya. From HC
cases and CHWreports, the norbidity is high in our project area;
nortality is not.

7b. 2 Know edse & Practice

The 1994 Baseline Survey reports that 77.4% of nothers who
breastfeed continue or increase feeding their children during

di arrheal episodes. Continuing fluids and foods has been

enphasi zed in comunity education through CHWs. 67.1% of nothers
surveyed continued giving fluids and 50.7% continued giving
foods. Only 35.5% of nothers used ORS packets which are
purchased locally. CHW are trained to advise against the use of
antibiotics and antidiarrheal nedications, referring the nore
serious cases to the HC for treatnent.

7b.3 MoH Protocol & Practices

MH policy is to 1) continue giving fluids, 2) continue feeding,
3) observe for signs of dehydration, and 4) test stools and treat
accordi ngly.

D arrheal disease is a growing problem in the community resulting
from increased popul ation density, water access problens, and
econom ¢ hardship. The project will focus on comunity targeted
prevention and control via CHW trainings and refresher courses.
Dysentery is not a nmajor problemin our project area.

7b.4 Diarrheal Disease Control Obiectives

a. Increase from 77% to 85% the nunber of children under
two years who continue to breastfeed the sanme anount or
nore during a diarrheal episode.

b. Increase from 67% to 80% the nunmber of children under
two years who receive the sane or nore fluids other
than breastm |k during a diarrheal episode.

c. Increase from 51% to 60% the nunber of children under
two years who receive the sane anount of food during a
di arrheal episode.

d. Increase from 35% to 45% the nunber of children under
two years who receive ORT
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7b. 5 _Approach

CHW trainings and refresher courses stress the inportance of
prevention, such as exclusive breastfeeding for infants up to
four nmonths of age, personal and environnmental hygiene, and
proper preparation of foods. The CHW Training Manual and the CHW
training sessions advise nothers in early initiation of fluids,
to give hone-available fluids or ORS, to give increased
nutritious feedings in frequent small anounts, and to watch for
signs and synptons of dehydration.

The CHW are the primary contact between the project and "high
ri sk" groups. They educate nothers on the inportance of
prevention and treatnent of diarrheal diseases. Qther neans used
to educate the "high risk" groups include barazas and the folk
nedia festivals. The CHW are trained to refer nore serious

di arrheal cases to the HC

The project works with other |ocal organizations to address
environmental health problens that inpact on diarrheal disease in
the project area. These have included working with |ocal

sl aught erhouse owners to prevent slaughterhouse effluent from
polluting local water sources. The project has also worked wth
UNI CEF and the Nairobi City Council to designate new public water
distribution points within the project area.

7b. 6 _Popul ation

Children under the age of two are the primary target for the CDD
intervention. The current population estimate is 2,337. The ratio
of CHWs to children under two will be one to eight (300 : 2,337)
by June 1995. Each nother with a child under the age of two wll
receive at |east one hone visit be a CHW each year. The project
estimates that this will help to reach the targeted |evel of ORT
know edge and use.

7b.7 ORS

ORS packets are no |longer available from MH (Qccasionally, the
proj ect receives donations from UN CEF. However, these supplies
are not reliable. ORS packets can only be consistently acquired
through local pharmacies at relatively high prices (@ US$0.90).
ORS packets are distributed in two different sizes that are
alnost identical. The instructions are in English. Proper use by
those nothers who are not literate or conversant in English
becones a problem

The HC pharmacy distributes ORS packets free of charge when
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prescribed by HC health staff. Directions are given to the nother
by the HC staff. Via the CHWs, the project advises on use of
hone-avail able fluids and the preparation of SSS.

7b. 8 Hone Avail able Fluids

Local hone-available fluids include uji (a maize meal/sorghum
neal porridge), chai (tea nmade in half-mlk and half-water),
veget abl e and neat soups, whole mlk, and fruit juices.

Determ nati on of exact chem cal conposition of these fluids is
not within the project objectives.

7b.9 Health FEducation

Mot hers will be taught by HC staff during clinic visits and by
CHW during hone visits on the proper preparation and

adm nistration of ORT. The CHW are trained to advise nothers to
initiate fluids early, to give hone-available fluids or ORS, to
give feedings in nore frequent smaller anounts, and to watch for
signs and synptons of dehydration. The inportance of ORT in the

control of diarrheal disease will be highlighted in the barazas,
folk media festivals and other public events. Mich of this effort
will be coordinated by the full-tine nutritionist who has been

seconded from MOH.

The inpact of nothers' know edge of dietary managenent of
diarrhea will be assessed in the mdterm and final evaluation
survey. The project uses |IEC nmaterials devel oped and provided by
AMREF and the MXH in CHW trainings and honme visits that
denonstrate the value of ORT.

7b. 10 Gther  Strateqies

The project plans to increase community and HC based education on
breast feedi ng, environnmental hygiene, personal hygiene, proper
preparation of foods and imrunizations in order to address the
control of diarrheal disease in the Project area.

Section C.7¢ - DIP for Nutritional |nprovenent

Nutritional Inprovenent for Infants and Children

7c.| Baseline

The 1993 Kenya Denobgraphic and Health Survey states that in
Nai robi Province 26.6% of the 166 children surveyed were bel ow
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two standard deviations of the nmedian WHO international reference
by height-for-age. Wthin the project area, the 1994 Baseline
Survey indicated that 4.7% of children surveyed were bel ow normal
growh rates. The only anthroponetric neasurenent taken is age-
by-wei ght .

7c.2 Current Practices

1994 Baseline survey data indicates that 87.7% of nothers
breastfeed their children. O these nothers, 87.7% initiated
breastfeeding within eight hours after birth. However, exclusive
breastfeeding for infants four nonths and younger was 18%
Introduction of solid and sem -solid foods was initiated between
five and nine nonths (88% and persistence of sonme breastfeeding
until two years of age was reported at 34.2%

Cultural issues do not appear to have any negative inpact on
children's feeding practices. Mthers respond quickly to their
babi es' cries of hunger, because they acconpany their nothers
nost of the tinme. There is no cultural practice of hierarchical
access to food in the project area which would create a barrier
to children receiving food. The low rate of exclusive
breastfeeding may be due to economc constraints where a child
can be left with a famly nmenber or neighbor while the nother
seeks enploynment or attends to farm ng.

Typical weaning foods in the Project area include cows mlk, uji
(porridge from mai ze and sorghum), rice, ugali (boiled nuize
neal ), mango, papaya, carrot, squash, dark green |eafy

veget abl es, neat, eggs, beans, and sugar.

7c.3 Nutrition Obiectives

a. Maintain at 90% the number of nothers that breastfeed
within the first eight hours after birth.

b. Increase from 18% to 40% the nunber of npthers that
exclusively breastfeed in the first four nonths.

c. Maintain at 90% the nunber of children between five and
nine nonths who are given solid or sem-solid foods.

d. I ncrease from 34% to 40% the nunber of children between
20 and 24 nonths who are still breastfeeding and
receiving solid foods.

7c. 4 _Approach

HC staff, CHWs, and TBAs will be trained to request and review
growh nonitoring cards with nothers during each patient contact.
Mot hers will be educated on the inportance of exclusive
breastfeeding during the first four nonths of infancy and |ater
to continue breastfeeding at least to 24 nonths. Mthers will be
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urged to consider weaning as a supplenent rather than a
substitute for breastfeeding.

Comuni ty barazas, folk nmedia festivals and village health

canpaigns will be used to communicate nutrition information. The
HC Nutritionist will advise nothers on child welfare during
antenatal visits. In addition, nutrition information is provided

to patients in the HC waiting area via videos devel oped by MOH,
UNI CEF and health tal ks given by CHWs.

The principle constraint to breastfeeding is econonmics, an area
that the project has little control over. Famlies have little if
any access to areas where they can grow basic foods to feed their
famlies. The project offers small plots for farmng on the HC
property to CHW as an incentive for their volunteerism O her
than this, the Project has little power to help the comunity at-
| arge on this issue.

7c.5 Low Birth Wight Babies

The project has no direct interventions for | ow birthweight
babies. Premature cases are referred to local maternity centers
and hospitals.

Section c.7d - DIP for Maternal Care and Famly Pl anning

7d.1 Baseline information

Accurate national and local maternal nortality rates are not
avail able. Qur community survey showed the follow ng attendants
at birth: trained professionals 76% famly nenber 9% nei ghbor
T%; TBA 2% none 2% and, other 3% N nety-six percent of

not hers nade two or nore antenatal visits. Seventy-five percent
of wonen correctly explained why pregnant wonmen need to be
vaccinated with tetanus toxoid and 25% did not know

Ei ghty percent of respondents did not want to have children in
the next three years. O these, 67% were currently using sone
method to avoid pregnancies. This was broken down to pill 43%
injections 22% |1UD 12% breastfeeding 6% rhythm 5% tubal
ligation 4% condons 3% and, barrier nmethod 2%  Ni nety-one
percent of respondents were able to correctly identify a condom

7d.2 NMaternal Care Objectives

a. Increase the nunber of nothers with maternal cards from
57% to 75%
b. I ncrease nunber of wonen who receive two doses of

tetanus toxoid while pregnant from 57% to 75%
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C. I ncrease percent of nothers who correctly explain the
i mportance of tetanus toxoid vaccine from 40% to 75%
d. Increase the percent of nothers who deliver their

children by health professionals or trained TBAs from
78% to 90%

e. Among not hers who do not want to have children over tlae
following three years, increase their usage of nodern
contraceptives from 62% to 75%

7d.3 Description of Current Mternal Care Capabilities

There are three governnent-run prenatal care facilities within or
near the project area. They offer physical exam and pal pation,
STD screening, weight and blood pressure nonitoring, fetal heart
nmonitoring, nutrition counselling, vitamn supplenents, and
tetanus i mrunizati on. Community health nurses provide these

servi ces.

There are no intrapartum delivery services available in the
project area. Postpartum care services are available through the
project's HC as well as at government and private clinics in the
service area. They are provided by nurses and clinical officers,
and include diagnosis and treatnment for comonly encountered

pr obl ens. Conplicated cases are referred to private or
governnent hospitals outside the service area. The project

mai ntains one vehicle to be used for the transport of referred
obstetric emergenci es.

TBA-delivered infants are brought to the HC for imunizations and

birth notification. CHW’s also visit hones where births have
occurred.

7d.4 Popul ation

The target population includes 10,537 wonmen of chil dbearing age
and 2,782 newborn children. An additional estimated 1,976 wonen
attend antenatal care and 1,472 for famly planning services at
the HC who conme from outside the project area.

7d.5 Approach

Prenatal Care: The HC has eight enrolled conmunity nurses, whose
training includes mdw fery. Antenatal Cdinic is held daily
Monday through Friday. VWnen with conplicated prenatal events
are referred to the Cdinical Oficer for evaluation. Pr obl ens
requiring specialty care are referred to appropriate outside
facilities. The only screening tests are VDRL and Henogl obi n.
-Positive VDRL cases are referred to the Cinical Oficer for
penicillin injection. Low henoglobin results are screened for
mal aria, treated with iron therapy, and followed closely.



MHV Detailed Inplenentation Plan - 1995 Page 16
Dagoretti, Kenya

Delivery Care: To date, the project has trained 13 TBAs. The
project will train an additional 47. Only wonen who are
currently TBA's (untrained) will be selected for training. The
TBAs assist in antenatal care education and preparation for
delivery, attend deliveries to assure safety and hygiene,
instruct in breastfeeding, and assist in neonatal care. They
conplete delivery records and nonthly activity checklists which
are reviewed by the Project Oficer.

Emergency Care: The project refers all high risk pregnancies to
hospitals for delivery. At present, TBA's are trained to
recogni ze potential conplications and refer early. The HC
anbul ance is frequently used for obstetrical patients.

Post partum Care: Postpartum care is provided as needed through
regul ar HC antenatal and family planning services. In addition,
project CHW educate nothers about hygiene and nutrition, and
refer nmothers for treatnent when health problens arise.

Fam |y Planning Services: The project will focus on training,
comunity education, referrals, and assuring a commodity supply.
It will provide in-service training of HC staff on famly

pl anning attitudes and personal behavior; involve wonen and their
partners in increasing awareness Of the inportance of birth
spacing; increased referrals for nodern techniques; training of
CHWs, FP field educators, and TBAs; increased distribution of
nodern fam ly planning interventions; and, increased use of
nmodern fanily planning nethods. The project wll continue to
collaborate with the University of Nairobi Medical and Nursing
School s and other NGOs working in Nairobi, including FPPS,

Al DSCAP, ANMREF, AVSC, FPAK, and the Marie Stopes dinic.

CBDs have been recruited fromthe project's CHW and trained to
counsel nmen and wonen about birth spacing and different famly
pl anni ng methods. From there, the clients are referred to the HC
for additional services. CBDs distribute condonms and foam ng
tablets when available from MOH Currently, they do not
distribute pills.

The HC nurses have been trained in famly planning nethods and
counsel ling. Those who seek surgical contraceptive nethods are
referred to and counselled by the Project Oficer. The services.
are provided free by the project through collaboration with Mrie
Stopes dinic.

Men and wonen participate in all aspects of the famly planning
services, including male CHW sensitizing other nen in the
community to various nethods of FP; however, to date only one nan
has received surgical contraception.
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7d.6 Health Education Messages

The project will enphasize the inportance of receiving antenatal
care, having trained personnel at all deliveries, and adopting
appropriate postpartum care practices. Witten nmaterials on
famly planning are provided free of charge to patients obtaining
services at the HC. Nurses give FP talks to waiting patients and
a video player in the waiting area plays videos with FP nessages.

7d. 7 Docunentation

Antenatal cards are retained by the nother and brought to the HC
each visit. Lost cards are replaced when needed and updated to
the extent possible. Each FP client has an individual record
which is kept on file in the HC

Section C7.e - DIP for Case Managenent of Chil dhood Acute Lower
Respiratory Infections/ Pneunonia (ALRI)

7e.|l Baseline

ALRI data comes from the Project's Baseline Survey and periodic
HC surveill ance. MOH norbidity and nortality figures are not
obtai nable for any of the nmjor causes of disease in our service
ar ea. National ALRI statistics are unavail able.

1994 Baseline Survey indicated that 25% of nothers had a child
with an episode of rapid and difficult breathing within two weeks
of interview At |east 88% of these were treated in a health
facility. W do not know what percent received antibiotics. Qur
nost recent analysis of nedical records at the HC in 1994 showed
20% of patients attending the HC cone for respiratory problens.
W estimate 50% to 75% of ALRI episodes are treated wth
antibiotics in the project area by all facilities and providers.

7e.2 Know edge & Practice

Fifty-four percent of the survey respondents correctly identified
fast or difficult breathing as a sign of a chest infection.
Seventy-four percent of these were treated in a health care
facility. It is believed that very few seek traditional healers.
A study is planned by an advanced nedical student from the
University of Nairobi to investigate KAPs related to ALRI. Comon
treatnents include keeping the child warm admnistration of
fluids, and cough nedicine.

7e.3 MOH Policies and Protocols

MCH has devel oped a protocol for treatnment based on the WHO
algorithm wth assistance from the AlID-funded Kenya Health Care
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Fi nanci ng Project. The MH allows antibiotics to be dispensed by
phar maci sts, pharmacy technol ogi sts, and nurses. O her
i ndi vidual s need special approval from the chief pharnacist.

7e.4 Current |Infrastructure

There are many private clinics in our project area and no
information is available on their ALRl treatnment practices.

There is one governnent dispensary in the project area.

Providers at this clinic have no ALRI-specific training.
Antibiotics are readily available by prescription at chem st's;
however, they are expensive. Drugs are not reliably available at
t he governnent dispensary. The project has trained 261 CHWs, who
will receive ALRI training as part of refresher courses in 1995.
It will also be integrated into training courses for new CHW
trained during the current grant period.

7e.5 Current Barriers

Reasons why children in the project area fail to receive
appropriate diagnosis and care for ALRI are simlar to those
common to a rural, developing country. Access to care is
difficult. It's also difficult for parents to take the tinme away
from other activities to seek out care for the child. The vast
majority of the famlies living in the project area are living at
subsi stence level and thus have difficulty affording the cost of
treatment. Wiile trained volunteers make referrals, they have not
had ALRI-specific training. Parental recognition is also a
factor; only 54% of caretakers correctly identified fast and
difficult breathing as a sign of a chest infection.

7e.6 Popul ation

The primary target population for the ALR intervention are
infants (3,097), including newborns. The secondary target
popul ati on are children between one and five years (4, 151).

7e.7 ALR hiectives

a. Decrease the percentage of children with rapid and
difficult breathing within the previous two weeks from
24% to 15%.

b. Increase the percentage of nothers of children with
rapid and difficult breathing who seek nedical
treatment from 76% to 85%

c. Increase the percentage of nothers who correctly
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identify fast and difficult breathing as a sign of
pneunonia from 55% to 75%

d. Increase the percentage of nobthers who correctly
identify two or nore nmethods for carrying for a child
with respiratory infections prior to seeking nmnedical
treatnment from 15% to 50%

e. Provide ALRI specific training to 100% of the active
CHW in the project area and evaluate their know edge
with pre- and post- training evaluation.

7e. 8 _Approach

The project will provide training to HC staff, CHW and TBAs in
early diagnosis and referral. An Assistant Project Oficer, who
is an enrolled community nurse/trainer/mdwife, will be recruited
to facilitate these trainings. TBAs wll be encouraged to assist
in nonitoring and pronoting the health of very young infants,
especially those under two nonths who are nore susceptible to
ALRI . Through assured access to treatnent and antibiotics when
indicated, the project plans to decrease hospitalization for
ALRI .

The project is collaborating with UNICEF to provide essential
drug kits to CHWs through the Banako Initiative. These may
allow CHWs to adm nister antibiotics under certain conditions.
Since the majority of pneunonia deaths occur in children under
two years of age, the program w |l enphasize the very young,
especially infants under six nonths. Because these infants can
becone dehydrated and die very rapidly, early admnistration of
the first antibiotic dose is inportant.

Longer-term strategies of hone renedies (such as increasing
fluids, feeding the sick child, proper use of nedication, etc.)
will be included in the training. The project also pronptes the
use of a |ow snoke cooker (nmaendeleo jiko), to reduce
environmental contam nati on.

Through collaboration with the University of Nairobi's School of
Medi cine, an advanced nedical student will conduct a survey of
project area nothers on KAPs related to the treatnent of children
under five with respiratory illness in early 1995. The survey
results will assist the project in nodifying its strategy for
education on ARLI.

There is no current ALRI country strategy. Nevertheless, the
project continues to keep MH inforned on devel opnents.
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7e.9 ALR Training

The project will develop a curriculum for ALRI training as
outlined in section 7e.8 above, using the WHO algorithm as a
starting point. Recognition and referral of the sick child wll
be stressed. These will be integrated into CHW refresher and new
training programin 1995. These trainings will be done by the
Assistant Project Oficers.

7e. 10 Case Mhnagenent

The project currently has no formal relationships with other
facilities providing ALRI case managenent services. The project
first plans to work with it's HC staff and CHW to train and
support them in ALR diagnosis and nmanagenent. Once basic levels
of training are achieved, efforts will be directed towards
liaisoning with other facilities and providers.

The project has chosen co-trinoxazole as the first |ine
antibiotic based on cost, sinplicity and efficacy. It is

ef fective against nost varieties of pneunbcoccus and Haenophil us
i nfluenza and the nost common causes of severe chil dhood
pneunonia in this setting. Initial dose, based on the TM
conponent, will be 8 ng/kg. Resistance will be nonitored through
sentinel sites at AMREF and KEMR .

7e. 11 Super Vi si on

The project has devel oped and inplenented a strategy for the
supervision of health workers which will enconpass ALRI
supervision along with other intervention activities, thus
maxi m zi ng efficiency. HC nurses are currently being phased into
this supervisory structure to better integrate curative and CBHC
efforts. HC staff are supervised by the Medical Director, who
provides in-service training and consultation on a case-by-case
basi s. Surveys are conducted as part of the baseline, mdterm
and final evaluation process. This information will be used to
nonitor intervention effectiveness.

7e. 12 Par ent / Caresi vers Educati on

As nentioned above, there are currently no sources of parental
education available in our service area. The project wll
enphasi ze early recognition of signs and synptons of ALRI, pronpt
care seeking, and correct use of hone renedies in it's comunity-
targeted education initiatives. These initiatives include the
CHW CHWR/ TOT trainings, barazas, and folk nedia festivals.

7e. 13 Drus Availabilitv

The project supplies antibiotics for treatnment of cases referred
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to the HC The project is able to obtain nedicines at the

| owest available prices and pass these savings on to the patient.
The project is collaborating with UNICEF to provide essential
drug kits to CHWs through the Banako Initiative. These may
allow CHWs to adm nister antibiotics under certain conditions.

Section ¢c.7g - DIP for HVAIDS Prevention

79.1 Baseline information

According to 1993 statistics published by the National AIDS
Control Program H 'V sero-prevalence |evels anong wonen attending
antenatal clinics at sem -urban sentinel sites increased from
5.8% in 1990 to 17.1% in 1993. Statistics collected in 1991
indicated that 44% of STD clinic attenders were H V-positive. In
a 1993 report fromthe Ofice of the Vice President and the
Mnistry of Planning and National Devel opnent, the H V-positive
popul ation in Kenya was projected to be 1,155,000 in 1995 and
1,559,000 in 1998.

Due to the current sensitivity and stigma of HVAIDS in the
project area, the Baseline Survey did not collect preval ence
data. However, it reports that 52.9% of nothers interviewed knew
a person with HVAIDS. Currently, 2-3% of HC patients are
treated for STDs.

Mt hers' know edge of HIV/AIDS is high. The 1991 Baseline Survey
i ndi cated that 99% of the nothers surveyed knew of AIDS. The 1994
survey indicated 89.9% of respondents knew that healthy | ooking

i ndividuals can transmt the virus. However, the 1994 survey also
i ndi cated that specific know edge of nodes of transm ssion and
prevention was |imted, especially about STDs. 1994 Survey
results also indicated that 65.2% of these nothers felt it was
likely they would becone infected. Mthers also reported that the
primary reason for this expectation was |lack of control in their
sexual relationships. Wnen in the Dagoretti comunity express
their distrust in their partners' fidelity and lack the power in
their relationships to determ ne use of preventive nethods such
as condons. Condom negotiation between wonen and nen is a well-
recogni zed barrier to condom use in many STD/H V/ AlDS prevention
prograns in Nairobi. Frequently, men physically abuse their
partners when they are approached with the suggestion of condom
use. Al cohol abuse, a large male squatter population, and the
proximty to the Dagoretti Market where CSW activities are high
are additional factors increasing the transm ssion of

STDOH VAIDS in the Dagoretti area.

79.2 (hiectives for the prevention of H V/ A DS

a. Increase the percentage of women with children under
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two who know two or nore synptons of STDs from 19% to
40%

b. I ncrease the percentage of nothers knowing two or nore
ways to prevent the transm ssion of STDs from 36% to
50%

c. I ncrease the percentage of nothers who know two or nore
ways to prevent H V/AIDS transm ssion from 23% to 50%

d. Mai ntain the percentage of nothers w th know edge that
heal t hy-1 ooki ng persons can be HV positive at 90%

e. I ncrease condom use by nothers of children under two
from12%to 25%

f. Increase the percentage of nothers who are willing to
i nteract (shake hands, share neals, live in same house,
wash PWA) with a person with HVAIDS from 70% to 80%

79.3 Current activities related to HV AIDS prevention in the
proiect area

The AIDS Program Secretariat (MOH) and the National AIDS Control

Program are dedicated to addressing the problens of H V/ Al DS

t hrough cooperation with NGO and the University of Nairobi

t hrough the Kenya AIDS NG Consortium They provide support wth
| EC materials, condons, and guidance support for NGO progranms in
addition to their own national activities.

Currently, there are no other organized H V/AIDS activities in
the project area. This project functions as the MOH's
representation for the project area.

The project staff have varied levels of involvenent and training
in facilitating HV/AIDS prograns. The Project Oficer is a
trained AIDS counsellor and was recently trained as a TOT for

Al DS counsellors by CHAK. Famly planning nurses seconded by the
MOH have been trained in basics of AIDS counselling in
conjunction with FP counselling services. One has recently been
trained as a TOT counsel or by the Kenya Association of

Prof essi onal Counselors. The MHV Health Educator is currently
conducting AIDS counselling services, although difficulty wth
the local language limts the extent of outreach. O ganizing and

notivating youth groups in conmunity education on HVAIDS is
al so underway.

| npl ementation of H V/AIDS-related activities has been repeatedly
requested by the comunity. Integration of these activities into

the established CBHC and HC will facilitate the effectiveness of
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the intervention. However, Dagoretti has a strong comunity

stigma in the subject of AIDS that will be difficult to overcone.
Financial limtations for HV testing and treatnment for
opportunistic infections is a major barrier. Cbstacles to full

i mpl ementation of the AIDS intervention program nay depend on
out side variables such as the negative effects of nedia
announcenents that condons being distributed are pre-infected
with HV or that AIDS is really an "American idea to discourage
sex. "

79.4 Popul ation

Project target populations for H VAIDS interventions include

10,537 wonen of childbearing age, 15,602 nen between 15 and 49
years of age, and 7,438 children between five and 14 years of

age.

79.5 Approach

The project plans to address HHVVAIDS in the Dagoretti conmunity
through the following activities:

* Community education about H V/ AIDS transm ssion, prevention,
and care of the sick, through barazas, folk nedia festivals
and puppetry/drana.

Distribution of IEC materials on H V/A DS, STDs, condom use,
and counselling services. Specific IEC materials wll be
bought or devel oped and produced for target popul ations,
such as youth, those who are interested in using condomns,
and local high-risk groups such as bar patrons.

Enhancing the STD/H V/ AIDS conponent of trainings for CHWs,
TBAs and CBDs so that they may better advise the villagers
about diagnosis, treatnent, and prevention. This CBHC
outreach service targets nostly wonmen in the villages.
Train CHWs, CBDs, TBAs, and HC nurses in counselling skills
so that they may better advise clients on prevention and
negotiation with partners on safer sex, i.e. condom
negotiation and sticking to one partner.

Counsellors will be trained by the Project TOIs.

Trainings for project staff in prevention methods for
STDs/HIV/AIDS will include the regular trainings the nurses
receive from FPPS in famly planning counselling, the FPPS
trainings for cBDps, and the counsellor trainings that the project
pl ans to conduct.

Education nethods such as puppetry, folk nmedia, and theater wll
be incorporated into activities for CHWs, TBAs and CBDs as well
as leaders of target groups from the conmmunity, i.e. youth

gr oups.
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79.6 Health education nessages

Community barazas and folk nedia festivals introduce the genera
public to issues about H VAIDS and allow the comunity nenbers
to ask questions. They also give the opportunity to distribute
|EC materials for those who mght not otherw se have access due
to the renpbte locations. Teaching individual groups to create
songs and dances about health nessages has increased their own
know edge and confort with the issues so that they can advise

t heir neighbors and friends.

Youth groups learn nost efficiently in peer settings. One group
of young nen that operate in the Dagoretti Market is very
interested in learning about health issues, especially around
STDs including HHV/AIDS. Potential benefits from working wth
this group include their ability to educate in nmany settings of
Nai robi where they frequent, but also the interest in performng
dramas about HIVVAIDS in the communities. Another group of young
idle nen in a renote village of the project area nicknamed
Saigon, is benefitting in |learning about health issues but also
that their idleness has been broken and they seem nore interested
in nobilizing thenselves to follow another |ifestyle.

Wrking with church groups will enable the project staff to
concentrate on the comunity's need to accept H V-positive people
and care for them General problens of stigma can be addressed
with the assistance of clerical |eaders, and specific materials
devel oped for clergy through MAP International with funding from
AIDSCAP will soon be available. The church has great inpact on
the Dagoretti community and it will be in the project's interest
to collaborate closely with them

School groups have requested semnars from the project staff
regarding H V/ AIDS and teen pregnancies. Along with the project
staff, a HC nurse and CHW conduct the presentations. Schoo
groups have been encouraged to participate in activities such as
folk nmedia festival education and devel oping a peer education

group.

Counselling services allow private and confidential discussions
about STDs/HIV/AIDS. Due to the high level of stigma in the
community the services will be advertised along with genera
counselling services. Those who are "worried well' as well as
those who are referred from the patient population of the HC will
be counsel |l ed.
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2nd Prim

Message Conmuni ty Yout h Chur ch School  School
Si gns/ synpt ons X X X X
Prevention

Keep one partner X X X

Absti nence X X X X X

Condons X X X
Transm ssi on nodes X X X X X
Acceptance for PWAs X X X X X
Need for Counseling X X X X X
Care of PWAs X X X X X
Proper STD treatnent X X X X

Section C.7h - DIP for Environnental Health

7h.1. Baseline |Information

Due to the population density within the project area,
environmental health interventions have been adopted, including

i ncreased access to latrines in good condition, proper garbage

di sposal, and decrease in the rate of childhood burns. The 1994
KPC survey reveal ed that 87% of nothers had access to latrines in
good condition (i.e. with a sound floor, wall, door, and roof)
and 71% had access to proper garbage disposal. Although the rate
of burns in children had decreased from ten percent in 1991 to
five percent in 1994, continued pronotion of child-safe cooking
environments is still needed.

7h.2. Environnental Health hiectives

a. Increase the percentage of nothers from 87% to 90% with
access a pit latrine in good condition.

b. Increase from 71% to 80% the nunber of conmmunity
menbers with access to proper garbage disposal.

c. Maintain at 5% or reduce the percentage of children
with burns occurring in a two week period.

7h.3. Popul ation

The project area population is estimated at 42,000. Although
these environnental health objectives are primarily directed at
reducing norbidity in children under five who nunber 5,466 in the
project area, these objectives will also reduce norbidity in the
entire popul ation.
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7h. 4. Approach

New and refresher training of CHW includes instruction on proper
hone sanitation and hone hazard reduction. Specifically, CHM are
required to have nodel households with a latrine in good
condition (sound floors, walls, roof and door). Unless garbage

pi ckup is available, garbage pits are encouraged to prevent trash
being thrown away at random or in heaps. On a nonthly basis,
village health canpaigns are conducted which include hone-to-hone
visits by CHW and project staff to pronote environnmenta

hygi ene. The MOH has al so been asked to second a Public Health
Technol ogi st who will be stationed at the project's HC. This
person wll beconme primarily responsible for the environnental
health activities.

Protection of cooking areas from children is also pronoted in CHW
trainings. The Muendaleo jiko (a |ow snoke, |ow cost, fuel-
efficient stove) and firel ess cooker (a |ow cost, newspaper-

i nsul ated basket which allows food to continue cooking after

being renoved from the heat source) are also pronoted through the
CHW to reduce snoke within the househol ds.
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Section D. DI P SUSTAI NABI LI TY STRATEGY

D. |

Sustainability plan

The goal of this Child Survival Project is to have a health
center and community based health care project that continue

after

the conclusion of the current cooperative agreenent wth

USAID in 1997. The goal of sustainability is of paranount
importance to this project. It features heavily in all

di scussi ons anong project staff in the field and the honme office.
Following are the objectives for this final funding cycle:

Identify and devel op appropriate revenue sources that can be
used to sustain the project beyond Septenber 1997. This wll
include local and international, private and public donors,
HC user fees, seconded staff, in-kind donations, and other
sources of support.

Devel op relationships with |ocal sources of

t echni cal / managenent/fi nance expertise who can assist the
project in the areas of nedical care, public health, incone
generating projects, marketing, admnistration and financial
managenent. See Section D3 for a listing of sources.

Identify staffing and adm nistrative needs for the project
and recruit, select and train national staff to neet these
needs. This will involve nentoring trained nationals into

positions of project adm nistration and managenent.

Devel op incentives to sustain volunteers on an on-going
basis. These include incone generating activities, non-
nonetary rewards, training, credentialing, and other

i ncentives.

Expand the community's involvenent in all aspects of the
proj ect's governance.

Following are the indicators the project will use to track
progress towards sustainability:

a.

b.
c.

Ongoing flow of benefits to the beneficiaries via a
functioning clinic and comunity-based health care program
More than 90% of HC staffing needs are nmet by MOH.

Ei ghty percent of non-nedical HC support wages and other
clinic operating costs net through patient cost-sharing
nmechani sns (including inconme generated by fees of patients
referred by CHWs/TBAs). The remmining ten percent will be
nmet through fees paid by patients referred to the HC by
CHWs/FP field educators.

Ten percent of patients referred to HC by CHWs/TBAs.
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e. Turnover rate of active CHW limted to no nore than 20% by
the end of the project.
f. Pl acement of nationals in key positions within the project.

Much of the project's success has been the result of |[ocal
support from several key partners. The MOH has seconded staff to
the HC, the Chandaria Foundation has provided financing for the
construction of the HC, the conmmunity has provided thousands of
hours of volunteer tinme; and, a variety of NGO and

governnental / bil ateral agencies have assisted with material and
techni cal assistance. The on-going support of these entities is
necessary for the successful continuation of the Project. Over
the next 30 nonths, project staff will be fornmalizing these
relationships to insure continuity of services.

D.2 Comunitv _invol venent

Communi ty-based committees were established when the project was
started as a way to link the project with the community. These
vol unteer commttees include the Joint Health Conmittee (oversees
the overall HC and CBHC project), the three Area Health
Committees (represent the communities of Wiithaka, Mtuini, and
Ruthimtu) , and the Board of Managenent (oversees the operations
of the HC). These conmittees are the community's voice in the
planning for the future of the project.

Through these commttees and regular neetings with the HC staff
and CHW vol unteers, the community has identified priorities for
the project. A primary concern continues to be H V/AIDS awareness
and prevention. The community has also expressed interest in
devel oping specialty clinics. Mnthly diabetes, dermatology, and
dental clinics are currently schedul ed. Plans exist to expand the
prem ses to acconmodate these services nore efficiently.

At the inception of the project, conmmnity menbers helped to
identify the site where the HC was to be built and assisted in
acquiring land fromthe NCC. In addition, comunity elders
assisted MHV with introductions to the |eaders of Dagoretti
which resulted in neetings with other village elders and decision
makers. There they discussed the comunity-based health care
program and agreed to participate. CHW are notivated, attending
project activities such as barazas, |ocal school presentations,
and cooperation with comunity nurse trainings and disease
screening prograns wth AVREF.

Because the mpjority of the people living in the project area are
poor, nost of the inputs from the comunity are in the form of
donated tine. The health commttees continue to be involved in
the recruitnment, training and supervision of volunteer CHWs, TBAs
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and CHWRs who al so provide services to the community free of
char ge. The community supports the project through a cost
sharing program at the HC based on patient fees for curative
servi ces and medi ci nes.

The Project Oficer and Deputy Director will train menbers of the
Joint Health Committee in program governance, fundraising, and
general adnministration in 1995. It is expected that this
conmttee will raise funds on its own to neet its operating
expenses and also to contribute toward other projects such as for
t he expansion of the HC

D.3 Coll aboration

This Child Survival Project is a joint operation between M HV,
the Chandaria Foundation and the MoH The MOH provides US $1, 600

per nmonth for salaries of 15 seconded staff. It also supplies
vacci nes and contraceptives for distribution at the HC The
Chandaria Foundation has provided financial, |ogistical and

manageri al support to the project. Both the MOH and Chandari a
Foundation are represented on the project's Board of Managenent.

Strengthening the relationships with the University of Nairobi

Medi cal and Nursing Schools will provide nultiple opportunities
for learning by students, faculty, clinic staff, and comunity
vol unteers; inproved quality of care; further integration of the

HC with the CBHC, and research of community needs.

The project has gained recognition fromthe MH as being a nodel
for comunity clinics in Kenya. The user-fee nodel that has been

devel oped at the HC is being discussed as a nodel for other M
clinics in Nairobi. As a result of this recognition, several

organi zati ons have expressed strong interest in working with the
proj ect. These include:

The University of Nairobi has several departnents interested
in the project as a training and research site.

The Rotary Cub is represented on the project's Board of
Managenent and assists with the provision of equipnment and
materials. They have provided the project with funding for
construction and installation of solar back-up equi pnent for
mai nt enance of vaccines and |aboratory services, facility

i nprovenent costs, and audio-visual equipment for

educati onal prograns.

Family Planning Private Sector (FPPS) has provided famly
pl anning and H V/AIDS training to seven Project dinic
Nurses and CBD training for six CHWs. They have also
provided comodities such as contraceptive pills, condons,
condom di spensers/ brochures, and fp clinic supplies. FPPS




M HV Detailed Inplenentation Plan - 1995 Page 30
Dagoretti, Kenya

provided a one tinme grant to the project which included
salaries for two famly planning field educators. They have
provided training on use of folk nedia and puppetry to

di ssem nate health nessages. The HC is also used by FPPS as
a training site for comunity nurses in famly planning and
has cooperated with the CBHC program in honme-visiting and
community surveys. Currently, FPPS is assisting the Project
Director in assessing the Project's fee-for-service system

Kikuyu Hospital has trained project TBAs. It has also
provided training on equipnent sterilization procedures. The
Hospital serves as a referral target for the project.

The African Medical and Research Foundation (AMREF) has
assisted with setting up the HC |aboratory, conducting
quality assurance evaluations, and providing consultations
on other relevant health needs. AVREF has also utilized the
project to facilitate studies and as a denonstration site
for professionals and students from Kenya and el sewhere.

United Nations Children's Education Fund (UNI CEF) has
provided a one-tinme donation of essential drugs and TBA
kits. The project participates in the Day of the Child
sponsored by UNICEF, which is an inmunization outreach
program for children. The CBHC project is currently
exploring the possibility of working with UNICEF to

i npl ement the Bamako Initiative.

Through Marie Stopes International, the project provides
free services for surgical contraception at the HC nonthly.
Mari e Stopes provides the surgical procedures and the

proj ect provides support services.

The Enbassy of the Netherlands provided an anbul ance to the
proj ect.

The Enbassy of Japan provided an equipnent grant for the
AIDS intervention.

The Christian Association of Kenya (CHAR) has trained a
Community Nurse and the Project Oficer in H V/ A DS
counsel |'i ng.

Through it's participation in the Kenya AIDS NGOs

Consortium the project has acquired skills training and
educational materials from other NGOs. The Kenya Association
of Professional Counsellors (KAPC) has offered two
participants in TOTl training for H V/AIDS counsellors. Also
through the Consortium CARE International has sponsored two
pl aces for the project in a workshop to train educators in
the use of theater and drama in dissem nating information
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The key local institutions expected to take part in sustaining
project activities beyond 1997 are the Chandaria Foundation which
is a major |ocal donor and provider of managenent support, the
University of Nairobi School of Medicine which may assist in
addressing the project's technical/nmedical needs, MOH in their

seconding of clinic staff, and the Nairobi Gty Council.

During the remaining 30 nonths of the current cooperative

agreenent, the project will be actively seeking opportunities to
col l aborate with other organizations, agencies and individuals.
Formalize relationships will be developed to insure the

sustainability of the project beyond the conclusion of direct
USAI D financial support

D.4 Phase-over plan

Phaseover plans are still in the process of discussion with
project staff, MHV headquarters office, and key partners in the
| ocal managenent of the HC as nentioned above in section D.3

Col | aboration. Therefore the outline below is tentative.

year phaseover event
1995 ’ Recruitment of a national as nedical director
* Hring of a national nedical director/departure of
expatriate nedical director
* Conti ngency plan devel oped for baseline operations
at end of USAID funding
* Trainings for TOF and nost TOT positions conpleted
* Recruitnent of a national as project director
* Hring of a national project director/departure of
expatriate project director
* Hring of an international as deputy project
di rector
1996 * Project Director establishes cooperative

di scussions with |ocal agencies regarding health
center program integration with agency prograns,
(i.e. AVREF involvenment in conmunity-based health
care trainings)

* TOFs and TOTs begin training under supervision of
project officer and deputy director

* Project Director and Project Oficer begin witing
grants to funders for CBHC support

* Agency involvenment in CBHC program functional wth
support from MHV, i.e. Project Oficer positions

D.5 C(Cost recovery

The Project Director, Mchael Snyser, has responsibility for the
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i npl ementati on of project cost recovery strategies.

The project has successfully introduced a fee-for-service
nmechani sm to recover a portion of the costs of providing

services. Currently, revenues off-set 68% of expenses. The

di fference between revenues and expenses is due to the

di scontinuation of the essential drug kits and the 200% inflation
rate for pharnmaceuticals and other nedical supplies. The

remai ni ng expenses are covered by USAID and other outside funding
sources. This is the portion that will need to be covered after
1997 - either by new funding sources or by curtailing services.

The Project Admi nistrator and the Project Director reassessed
financial controls and Patient tracking systens to ensure
efficiency. Plans are also being nmade to expand the HC to include
a dental, psychiatric, and other specialty clinics (e.g.
dermat ol ogy, ENT, etc.). These clinics will use fee-for-service.

In early 1995 the Project Director and FPPS have been reassessing
the HC’s fee structures to establish the nost effective cost
recovery levels while insuring that Services remain accessible to
the poor. Results were presented and shared with other health
centers in a workshop/sem nar coordinated by the Managenent
Sciences for Health-Kenya Health Care Financing Project in
February 1995.

QG her local neans of raising financial support for the project
exi st and are being explored. The Chandaria Foundation, which
financed the construction of the HC, has expressed an interest in
providing long term support for the project. The Joint Health
Committee is registering itself as Dagoretti Comunity Health

Vol unteers so that it can raise funds. This group is”also
organizing to raise funds for the HC through a comunity

har anbee, ~schedul ed for July 1995. Qher possible funding sources

include local and international businesses, Rotary, governnents,
and other entities.
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Section E. PROJECT MONI TORI NG HEALTH | NFORMATI ON SYSTEM

E. | H S plan

The objectives of the Project HS are to:

a. Devel op a system to track CHW and TBA activity by June 1995.

b. I mprove tracking of CHW referrals for preventative and
curative health services.

c. I mprove tracking of HC referrals for followup honme visits
by CHW and TBAs.

d. Strengthen HC statistical evaluations to determ ne disease
i nci dence by geographic |ocation, age and sex.

e. Strengthen HC statistical evaluations to determ ne use of

preventive services by geographic location (project versus
non- project patients).

The acconpanyi ng budget includes a consultant who will assist the
project in overhauling it's HS system for the HC and
establishing an HHS for the CBHC project. The Project Director,

M chael Snyser, is responsible for the project's HS. M. Snyser
is a trained epidem ol ogist.

Currently, the primary source for project health data are HC
records. Due to the HC’s location on the edge of the project area
and the wide popularity of the services offered, the HC s patient
popul ation is not consistent with the project area' s popul ation.
Therefore, an H'S for the use of the CBHC is being planned.

Each CHW will be asked to submt a nonthly report to their
respective comunity health worker representative (CHWR). The

CHWR will then submt a conpleted summary to the Program O ficer.
It is estimated that each CHW w || spend approximately 30 m nutes
per month filling out the form and the CHAR an additional hour to
collect and summarize the information. This wll total

approxi mately 2,500 hours of volunteer tinme per year.

To insure sustainability of the HS, the project will utilize a
manual rather than conputer-based system These records wll also
be able to be conputerized on a regular basis when nore indepth
anal yses are required.

The project's H'S systemwill be fully operating by the end of
1995.

E.2 Census information

The 1994 Baseline Survey interviewed only nothers of children two
years and younger. The CGovernnment of Kenya conducted a popul ation
census in 1989, of which the results were released in md-1994.
This population census is the best available data for the
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project. From this census the project area population is
estimated at 42,000 based on 1989 census data with a projected
growh rate of 5% Details are reported in the 1994 Fi nal

Eval uati on.

E.3 Data collection and use

The following data will be collected fromthe project:

# of health center staff trained

# of CHWR/CHWs trained

# of CHWR/CHWs attending refreshers

# of FP field educators trained

# of TBAs trained

# of TBAs/CHWs submitting nonthly reports

# of community nmenbers at neetings

# of CHW home visits by # of persons instructed and health
t opi c

# of referrals to HC by reason for visit

# of cases treated at HC by location, age, sex and diagnosis

# of clients attending HC for ANC by |ocation, age,
vacci nation status, parity and gravity

# of clients attending HC for child welfare services by
| ocation, age, vaccination status and weight.

# of Health Committee nenbers trained

# of clients attending HC for FP by location, age and FP
nmet hod

# of condons distributed

These data will be collected by the CHWs and the HC nurses on a
nonthly basis. Under the Project Director's supervision, the
CHWRs will conpile nonthly reports from CHWRs which the Deputy
Director will conpile into quarterly reports. The Charge Nurse
will conpile quarterly reports for the HC. Random checks will be
made by the Project Director to insure accuracy of reporting.
Confidentiality will be assured by only reporting total nunber of
activities. Data will be stored at the HC

Data will be reviewed during project staff neetings including
CBHC and HC staff, commttee neetings, and between the CHWRs and
CHWs. The Program Oficer will assist the Project Director in
docurenting | essons | earned. Monthly reports are shared with the
M HV hone office.

The data will be used to educate the conmunity on its health
status and the devel opnent of the project. It will also be used
to hel p make nanagenent decisions related to the project in areas
such as adjusting fee structures, redirecting resources, altering
training curricula, etc.
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E.4 HS training for staff

A consultant will be hired to review the project's H S needs,
devel op a sustainable system and train project staff. Then, the
CHW and CHWRs will be trained in conpleting the nonthly
reporting forns and tally sheets. Currently, nost of the HC data
collection follows the standardized reporting format for the MOH,
which is preferred by the MOH seconded staff.

E.5 Baseline survey inputs

For the 1994 Baseline Survey, project staff were instructed by
the Project Director, who is a trained epidenologist. Data
collection done in the field was supervised by the project staff.
Data analysis and interpretation was conducted by the Project
Director and two external evaluators.
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Section F. HUMAN RESOURCES

F.1 Oaqanization chart

See Attachnent F.

F.2 Communitv groups

There are three functioning Area Health Conmittees which have
representation on the project's Joint Health Conmttee. Each of
the three Area Health Committees has fifteen nmenbers and
represents one of the subdivisions served by the project: )
Mituini, Ruthimitu and Waithaka. The Joint "Health Committee is
consulted on issues pertaining to the entire project, both the HC
and the CBHC. The HC is directly overseen by the Board of
Managenment on which three representatives from the Joint Health
Comm ttee participate. Each of these conmittees neets nonthly.

The CHW neet as a group with the project staff nonthly. In
addition, the CHW neet nonthly within their |ocal areas.

F.3 Communitv health workers

There are currently 261 community health workers (CHWs) o
associated with the project. The project will train an additional
150 CHW by August 31, 1997 to insure an active base of 300
active CHW in the project area. According to the current

popul ati on estimte of 42,000 and the baseline survey indicating
an average household size of 4.6, each CHWw || cover

approxi mately 30 households. In addition, the project is
commtted to having 100 active TBAs trained by the end of USAID
funding resulting in a TBA household ratio of 1:91.

F.4 Vol unteer turnover

The current drop out rate of volunteer CHW in Kenya is estinated
to be 20% Turnover rates of CHW vary greatly from project to
project. Projects that have provided nonetary incentives for
their volunteers have experienced high dropout rates when outside
fundi ng ceased. Urban projects have also been shown to have

hi gher attrition rates than rural projects due to the fluid
nature of the conmunities.

This project has struggled with the issue Oof providing incentives
for CHW volunteers and has |earned many |essons. Monetary rewards
have been requested by volunteers and the project has spent tine
and energy to educate the conmmunity about volunteerism The
project staff recognizes the econom c needs of the volunteers,
especially in a poor conmmunity.
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To acknowl edge the volunteers' efforts the project has
established IGAs and restricted involvenent to active CHWs.
Lessons |learned are that group/cooperative IGAs are difficult to
manage and maintain. CHW groups require a great deal of support
and training in business operation and nanagenent.

| GA consultants from cooperating agencies have evaluated this
incentive program and have advised the project to focus on
health-rel ated IGAs. Therefore, the project is negotiating with
UNICEF to establish a nodified form of the Banmako Initiative as
an I|GA for the project's CHWs. OQther |GA options include the
selling of |ow snoke cookers and l|atrine slabs.

The 20% vol unteer dropout rate is incorporated into the planning
target of training 150-160 new CHWs. Recognizing that volunteer
recruitment and training are on-going needs for any vol unteer
program the project will also train TOFs and TOIs from the MoH
staff as well as fromwthin the community volunteers. They wll
then be directly involved in the recruitnment and training of CHW
after 1997.

F.5 Technical assistance

The project will hire an H'S consultant to assess health

i nformati on needs, plan out and set up the system This
consultant will also provide training to the project staff. The
project will also seek technical assistance to further devel op
the IGAs. Technical training for |aboratory technicians, clinical
officers, and nurses will be sought from FPPS and AVREF to assi st

in the inplenmentation of the H VAIDS interventions.

F.6 Role of countrv nationals

Over 90% of the project staff are nationals. Currently, there are
only three MHV international staff in the project who are
gradual ly relinquishing responsibilities over to the national
staff. Several nationals in key positions have been paired with
internationals. This has inproved the transfer of know edge,
skills and expertise, better preparing the nationals to manage
the project. National staff have acquired basic conputer skills,
including word processing and data base nanagenent. For the CBHC
program the national staff have been able to attend nunerous
trainings and certification courses, including famly planning
training, H VW A DS counselling, theater and drama, folk nedia,
puppetry, and first aid.

Recruitment for a national Medical Director is under way to
repl ace one of the international positions. The international
Medical Director will assist in recruiting and training in his
repl acenment. The Provincial Mdical Ofice and the Board of
Managenent representative from the University of Nairobi School
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of Medicine have are also assisting with this search

F.7 Role of headquarters staff

The MHV Program O ficer, Garth Gsborn, is the principle

i ndi vidual from MIHV’s honme office responsible for technica
backst opping of this project. He made his first annual site visit
in Novenber 1994. The main purpose of these visits is to devel op
consensus between hone office and the field on project direction
and to provide general support to the field staff.
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Section G TRANSPORT AND LO4d STI CS

e Transport

Currently, the project owns three vehicles in various states of

repair. The project is nore sustainable with two versatile
vehicles in good repair. Vehicle maintenance costs are covered
by the project funds. If there is no donor funding for vehicle

mai ntenance in the future it is possible to operate the project
with one vehicle which can be nmaintained with HC incone.

The project currently enploys a driver/office clerk to facilitate
scheduling of neetings, maintenance of vehicles, and delivery of
supplies for the clinic. In addition, MHV volunteers and senior
project staff are required to be able to drive.

@. Pr ocur enent

The project plans to acquire the following itens prior to the end
of the current cooperative agreenent:

- large tent for comunity education

- public address system for conmunity education

- vehicle repl acenent

- 2 conputers

- 1 laser printer

- conputer software

- 1 locking file cabinet

- printing costs for devel opnment of |EC nmaterials
- CHW and TBA training manuals / graduation kits

Section H D P SCHEDULE OF ACTIVITIES

Table D Schedul e of Activities is included as Attachnent H.




DIP TABLE A: FIELD "™ 3JECT SUMMARY

PVO/Country: MIHV/KENYA Project Duration {mm/ddfyy): start date September 1, 1994 estimated completion date August 31, 1997
PAGE 1 0F 2
1. BUDGET SUMMARY IN U.S. DOLLARS 2. SIZE OF THE POTENTIAL BENEFICIARY POPULATION
Note: POTENTIAL BENEFICIARIES are defined as those in the project area who are
eligible to receive services for a given intervention, not the percent you expect to
provide services to — which may be smaller than the eligible population.
(a) (b) (c) (d) (e) 0]
USAID Contribution [PVO Contribution [Total Contribution Number of
a. By year of project (field + HO) (field + HO) (field + HQ) a. Current Eogulation within each age group* Potential Beneficiarie
Year 1 $290,499 $129,622 $420,121 infants, 0—11 months 1,315
Year 2 $329,078 $112,260 $441,338 children, 12—23 morths 1,022
Year 3 $317,731 $96,233 $413,964 children, 24 -59 months 3,129
Country project total $937,308 $338,115 $1,275,423 children, 60—-71 months  (If Vitamin A component)
females, 16—19 years (high risk pregnancy) 2,236
females, 20—34 years 6,559
b. Percent of PVO Match [ 27% | females, 3549 years (high risk pregnancy) 1,742
| (PVO_ Contribution divided by Total Contribution: sum of column *¢* divided by the sum of column *d*) Other: Children <5 seen at HC for curative care 8,676
Other: Women seen at HC for ANC and FP 3,448
b. Additional births
3. PERCENT OF TOTAL USAID CONTRIBUTION by INTERVENTION Total estimated live births, years 2 and 3 2,782
Percentages must add to 100%.
Percent of Project Percent of USAID |c. Total Potential Beneficiaries 30,909
INTERVENTION _Effort (%) FundsinUS $ . Nc;te: Females (ages 15 ~ 49) should only be included as potential beneficiaries where
a. Immunization 10 $93.731 they are direct beneficiaries of services (for exarrple, TT immunizations, or family planning
b. Control of Diarrheal Diseases 10 $93.731 services), and not for educational interventions (for example, education on proper use of ORT).
c. Nutrition 10 $93,731
d. Vitamin A $0
e. lodine $0 4. CALCULATION OF USAID DOLLARS per BENEFICIARY per YEAR
f. Contro! of Pneumonia 10 $93,731
g. Maternal Care/Family Planning 25 $234,327 a. Total USAID Contribution to Country Project $937,308
h. Malaria Prevention & Management $0 (sum of column “b” in table 1, this page)
i. HIV/AIDs 25 $234,327
j. _Other: Environmental Health 10 $93,731 b. Total Potential Beneficiaries 30,909
k. Other (specify) $0 (sum of column "f" in table 2, this page)
1. Other (specify) $0
m, Other (specify) $0 ¢. USAID Funding per Beneficiary for Project $30.32
TOTAL 100% $937,308 (line a. divided by line b. in table 4, this page)
d. USAID Funding per Beneficiary per year $10.11

LOTUS 94DPTBAI .WKI

(line_c. above divided bv 3 years)

¥ LNIWHOVYLLV
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TABLE A: FIELD PROJECT SUMMARY

5. ACTIVITIES: Circle all activity codes that apply for each intervention.

@Immunization

1 = Distribute vaccines
@ = Immunize mother/children
(3) = Promote immunization
@= Surveillance for vaccine
preventable diseases
5 = Training in immunization
Other

(specify)
@Control of Diarrheal Diseases
Distribute ORS Packages
Promote use of ORS packets

Promote home-mix

3 =

)= Promote SSS home-
2
o

available fluids

Dietary management of diarrhea

ORT training

= Hand washing
Other

@ Nutrition

1 = Distribute food
@: Provide iron, folic acid,

(specify)

vitamins
@: Provide scales and growth
charts
4 = Sponsor mother-to-mother

breastfeeding/promotion
support groups
= Conduct food demonstrations
Counsel mothers on
breastfeeding
Conduct group sessions
Training in breastfeeding
and weaning
= Training in maternal
nutrition
1Q)= Training in growth
monitoring
Other

® % B

(specify)

LOTUS 94DPTBAZ. WK1

d. Vitamin A

Wt. A deficiency treatment

1

2 = Vii. A supplementation
3 = Vii. A fortification
4

5

= Vii. A education
Vii. A food production
Other

(s pecify)

e. lodine

1= lodine deficiency treatment

2= iodine supplementation

3 = lodine fortification

4 iodine education

5 = lodine food production
Other

(specify)

@Control of Pneumonia

(= Promote antibiotics

@: Health education

@: Improve referral sites
4 = Training

Other

(specify)

@ Maternal Care/Family Planning

= Distribute contraceptives
= Promote exclusive
breastfeeding

to delay conception
Promote child spacing or
family planning

= Antenatal care

= Promote malaria prophalaxis
Train TBAs in improved
birth practices

= Family planing training
= Improve Referral Sites
Other

OO

@:

®

e
o

(specify)

h. Malaria Prevention and

Management
1 = Residual insecticides
2 = Larvaciding
3 = Provision of bednets
4 = Provision of commodities
5 = Treatment
6 = Health education
7 = Training

Other

(specify)

Q HIV/AIDS Prevention

Distribution of condoms

AIDS education

= HIV testing and counseling
Other

(specify)
m Other

~ Specify:

En V/'f‘Onmf a}é/ éﬂ //‘&m

k. Other
specify:

I. Other
specify:




DIP TABLE B: PROJECT GOALS Al

JBJECTIVES

PROJECT GOALS

1. Reduce morbidity and mortality of children under five.
2. Reduce morbidity and mortality in women of childbearing age.
3. Foster program sustainability
(1) 2) . (3) (4) (5)
Project Objectives by Measurement Method Major Planned Outputs outputs Measurement Method
I. IMMUNIZATION (EPI): AB,CDEFGH,LI AB,CD.EFGH,L: A.B,C,D,EF.GH,L AB,CDEFGH,L:

A. Maintain at 95% the number
of children 12 to 23 months
who received DPTI.

B. Maintain at 95% the number
of children 12 to 23 months
who received DPT3.

C. Increase from 86% to 90%
the number of children who
received measles vaccine.

D. Maintain the dropout rate of
children 12 to 23 months
between DPTI and DPT3 at
5%.

E. Maintain at 99% the number
of children 12 to 23 months
who received BCG.

F. Increase from 83% to 90%
the number of children who
are receiving OPV3.

G. Increase from 73% to 80%
the number of children fully
immunized by 11 months of
age.

H. Increase from 34% to 50%
the number of mothers in the
project area have received at
least two doses of TT
vaccination.

[, Increase from 40% to 75%
the number of mothers who
mow that tetanus toxoid
protects both the child and the
mother against tetanus.

1. Midterm and final KPC
survey

1. Train 60 volunteer training
Facilitators

2. Provide refresher training to
60 CHWRs

3. Train 6 ECNs to become
TOTs

4. Provide in service training to
improve HC “no miss” policy.

5. Train approximately 150
new CHWSs to maintain at least
300 active CHWs

6. Provide refresher training
for 300 existing CHWs

7. Provide opportunity for all
CHWs to participate in health
related income generating

1. Trained TOFs train new
CHWs and provide refresher
training to previously trained
CHWSs.

2. CHWRs make supervisory
visits with other CHWs and
ensure that CHW monthly
reports are completed.

3. ECNs as TOTs train new
CHWs, provide refresher
training to existing CHWSs,
make supervisory home visits
with CHWs, compile monthly
statistics from CHW reports.

4. Strategy developed with HC
staff to improve HC “no miss”
policy.

5,6.CHWs make home visits.

1. Training records.
2. CHWR reports
3. Training records
4. HC records

5,6. CHW monthly reports
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3
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4
ougp)uts

5
Measurenge)nt Method

Il. CONTROL OF DIARRHEAL
DISEASE (CDD)

A. Increase percent from 77%
to 85% the number of infants
under 2 years who continue to
breastfeed the same amount
or more during each diarrheal
episode.

B. Increase from 67% to 80%
the number of children under
two who receive the same
amount or more fluids other
than breast milk during a
diarrheal episode.

C. Increase from 51% to 60%
the number of children under 2
years who receive the same
amount or more food during a
diarrheal episode.

D. Increase from 36% to 45%
the number of children under
2 years who receive ORT.

A,B,C,D:

1. Midterm and final KPC
survey

A,B,C,D:

1. Train 60 volunteer training
facilitators

2. Provide refresher training to
60 CHWRs

3. Train 6 ECNs to become
TOTs

4. Provide inset-vice training to
improve HC “no miss” policy.

5. Train approximately 150
new CHWSs to maintain at least
300 active CHWSs

6. Provide refresher training
for 300 existing CHWs

A,B,C,D:

1. Trained TOFs train new
CHWs and provide refresher
training to previously trained
CHWs.

2. CHWRs make supervisory
visits with other CHWs and
ensure that CHW monthly
reports are completed.

3. ECNs as TOTs train new
CHWSs, provide refresher
training to existing CHWs,
make supervisory home visits
with CHWSs, compile monthly
statistics from CHW reports.

4. Strategy developed with HC
staff to improve HC “no miss”

policy.
5,6. CHWs make home visits.

A,B,C,D:

1. Training records.
2. CHWR reports
3. Training records
4. HC records

5,6. CHW monthly reports

IIl. NUTRITIONAL
IMPROVEMENT:

A.Maintain at 90% the number
of mothers who breastfeed
within the first eight hours of
birth.

B. Increase from 18% to 40%
the number of mothers who
exclusively breastfeed in the
first four months.

C.Maintain at 90% the number
of children between five and
nine months who are given
solid or semi-solid foods.

D. Increase from 34% to 40%
the number of children
between 20 and 24 months
who are still breastfeeding and
receiving solid foods.

A,B,C,D:

1. Midterm and final KPC
survey

A,B,C,D:

1. Train 60 volunteer training
facilitators

2. Provide refresher training to
60 CHWRs

3. Train 6 ECNs to become
TOTs

4. Provide inservice training to
improve HC “no miss” policy.

5. Train approximately 150
new CHWSs to maintain at least
300 active CHWs

6. Provide refresher training
for 300 existing CHWSs

A,B,C,D:

1. Trained TFs train new
CHWSs and provide refresher
training to previously trained
CHWSs.

2. CHWRs make supervisory
visits with other CHWs and
ensure that CHW monthly
reports are completed.

3. ECNs as TOTs train new
CHWs, provide refresher
training to existing CHWs,
make supervisory home visits
with CHWSs, compile monthly
statistics from CHW reports.

4. Strategy developed with HC
staff to improve HC “no miss”

policy.
5.6. CHWs make home visits.

A,B,C,D:

1. Training records.
2. CHWR reports
3. Training records
4. HC records

5,6. CHW monthly reports
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IV. MATERNAL CARE AND
FAMILY PLANNING:

A. Increase the number of
mothers with maternal cards
from 57% to 75%.

B. Increase the number of
women who receive two doses
of tetanus toxoid while
pregnant from 57% to 75%.

C. Increase the percent of
mothers who correctly explain
the importance of tetanus
toxoid vaccine from 40% to
75%.

D. Increase the percent of
mothers who deliver their
children by health
professionals or trained TBAs
from 78% to 90%.

E. Among mothers who do not
want to have children over the
following 3 years, increase
their usage of modern
contraceptives from 62% to
75%.

A:

1. Midterm and final KPC

survey

A:

1. Train 60 volunteer training
facilitators

2. Provide refresher training to
60 CHWRs

3. Train 6 ECNSs to become
TOTs

4. Provide in service training to
improve HC “no miss” policy.

5. Train approximately 150
new CHWSs to maintain at least
300 active CHWSs

6. Provide refresher training
for 300 existing CHWs

7. Train 6 CBDs to maintain at
least 12 active CBDs

A:

1. Trained TFs train new
CHWs and provide refresher
training to previously trained
CHWs.

2. CHWRs make supervisory
visits with other CHWs and
ensure that CHW monthly
reports are completed.

3. ECNs as TOTs train new
CHWs, provide refresher
training to existing CHWs,
make supervisory home visits
with CHWs, compile monthly
statistics from CHW reports.

4. Strategy developed with HC
staff to improve HC “no miss”
policy.

5.6. CHWs make home visits.

A:

1. Training records.

2. CHWR reports

3. Training records

4. HC records

5,6. CHW monthly reports

7. CBD monthly reports

V. RESPIRATORY INFEC-
TIONS/PNEUMONIA (ALRI):

A. Decrease the percentage of
children with rapid and difficult
breathing within the previous
two weeks from 24% to 15%.

B. Increase the percentage of
mothers of children with rapid
and difficult breathing who
seek medical treatment from
76% to 85%.

C. Increase the percentage of
mothers who correctly identify
fast and difficult breathing as a
sign of pneumonia from 55%
to 75%.

A:

1. Midterm and final KPC

survey

A:

1. Train 60 volunteer training
facilitators

2. Provide refresher training to
60 CHWRs

3. Train 6 ECNSs to become
TOTs

4. Provide in service training to
improve HC “no miss” policy.

5. Train approximately 150
new CHWSs to maintain at least
300 active CHWs

6. Provide refresher training
for 300 existing CHWs

A:

1. Trained TFs train new
CHWs and provide refresher
training to previously trained
CHWs.

2. CHWRs make supervisory
visits with other CHWs and
ensure that CHW monthly
reports are completed.

3. ECNs as TOTs train new
CHWs, provide refresher
training to existing CHWSs,
make supervisory home visits
with CHWSs, compile monthly
statistics from CHW reports.

4. Strategy developed with HC

A:

1. Training records.

2. CHWR reports

3. Training records

4. HC records

5,6. CHW monthly reports

7. BI referral reports
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D. Increase the percentage of
mothers who correctly identify
two or more methods for
caring for a child with
respiratory infections prior to
seeking medical treatment
from 15% to 50%

E. Provide ALRI specific
training to 100% of the active
CHWs in the project area.

7. Train 60 CHWSs in
recognition of pneumonia and
administration of first antibiotic
dose with immediate referral to
health facility.

staff to improve HC “no miss”
policy.

5,6. CHWs make home visits.
7. Treatment of children with

immediate referral to health
facility.

VI. HIV/IAIDS PREVENTION:

A. Increase the percentage of
women with children under 2
who know 2 or more
symptoms of STDs from 19%
to 40%.

B. Increase the percentage of
mothers knowing two or more
ways to prevent the
transmission of STDs from
36% to 50%.

C. Increase the percentage of
mothers who know 2 or more
ways to prevent HIV/AIDS
transmission from 23% to
50%.

D. Maintain the percentage of
mothers with knowledge that
health-looking persons can be
HIV positive at 90%.

E. Increase condom use by
mothers of children under two
from 12% to 25%.

F. Increase the percentage of
mothers who are willing to
interact (shaking hands,
sharing meals, living in the
same house, washing) with a
person with HIV/AIDS from
70% to 80%.

A,B,C,D,EF:

1. Midterm and final KPC
survey

A,B,C,D,E,F:

1. Train 60 volunteer training
facilitators

2. Provide refresher training to
60 CHWRs

3. Train 6 ECNs to become
TOTs

4. Provide in service training to
ECNs on STD recognition/
treatment.

5. Train approximately 150
new CHWs to maintain at least
300 active CHWSs

6. Provide refresher training
for 300 existing CHWs

7. Train 30 CHWSs in STD/HIV
counseling.

8. Conduct 9 barazas (3 in
each location) per year about
HIV/AIDS/STDs.

9. Organize and conduct three
folk media events/year

10. Train 6 ECNSs in HIV/AIDS
counseling

11. Establish counseling and
testing services at HC.

12. Provide additional training
to CO on STD/HIV/AIDS
recognition, treatment, and
care.

13. Train 6 ECNs on AIDS
homecare

A,B,C,D,E,F:

1. Trained TFs train new
CHWSs and provide refresher
training to previously trained
CHWSs,

2. CHWRs make supervisory
visits with other CHWs and
ensure that CHW monthly
reports are completed.

3. ECNs as TOTs train new
CHWs, provide refresher
training to existing CHWSs,
make supervisory home visits
with CHWSs, compile monthly
statistics from CHW reports.

4. Strategy developed with HC
staff to improve HC “no miss”

policy.

5,6. CHWs make home visits.

A,B,C,D,EF:

1. Training records.
2. CHWR reports
3. Training records
4. HC records

5,6. CHW monthly reports
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14. ECNs train CHW
counselors on AIDS homecare

15. Develop or purchase
educational videos on
STD/HIV/AIDS

16. Develop pamphlets about
STD signs, prevention and
proper treatment.

17. Extend HC to include
counseling rooms

VIl. ENVIRONMENTAL
HEALTH:

A. Increase the percentage of
mothers from 87% to 90% who
have access to a pit latrine in
good condition.

B. Increase from 71% to 80%
the number of community
members with access to
proper garbage disposal.

C. Maintain at 5% or reduce
the percentage of children with
burns occurring in a two week
period.

AB.CD:

1. Midterm and final KPC

survey

A,B,C,D:

1. Train 60 volunteer training
facilitators

2. Provide refresher training to
60 CHWRs

3. Train 6 ECNSs to become
TOTs

4. Provide in service training to
improve HC “no miss” policy.

5. Train approximately 150
new CHWSs to maintain at least
300 active CHWSs

6. Provide refresher training
for 300 existing CHWs

A,B,C,D:

1. Trained TFs train new
CHWSs and provide refresher
training to previously trained
CHWs.

2. CHWRs make supervisory
visits with other CHWSs and
ensure that CHW monthly
reports are completed.

3. ECNs as TOTs train new
CHWs, provide refresher
training to existing CHWSs,
make supervisory home visits
with CHWSs, compile monthly
statistics from CHW reports.

4. Strategy developed with HC
staff to improve HC “no miss”

policy.
5,6. CHWs make home visits.

A,B,C,D:

1. Training records.
2. CHWR reports
3. Training records
4. HC records

5,6. CHW monthly reports
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HEALTH INFORMATION
SYSTEM:

1. Develop tracking system for
CHWSs to determine CHW
activity.

2. Improve tracking of CHW
referrals to HC for curative and
preventative services and HC
referrals to CHWSs.

3. Enhance HC statistics to
determine disease incidence
by age, sex, and location (i.e.,
project versus non-project
areas).

4. Enhance HC statistics to
determine use of FP, ANC,
and child welfare services by
project and non-project areas.

1 a. Mid-term and final
evaluation surveys of CHWs
and persons obtaining

services at the health center.

la. Provide refresher training
on completion of reporting
forms to existing CHWSs.

1 b. Provide new training on
completion of reporting forms
to new CHWSs.

Ic. Develop non-monetary
incentive to CHWSs based on
submission of CHW report
forms.




ATTACHVENT D

RESPONSES TO THE TECHNI CAL REVI EW COMVENTS

Following are responses to the concerns raised in the technical
review conments that have not already been addressed in the bl P.

* At several points in the proposal it is difficult to
di stinguish between the clinic and target popul ations. Thi s
needs to be clarified, and the target population may need to
be redefined.

The HC is located on the boundary of the project area resulting
in approximately 60% of the persons seeking services at the HC
comng from outside the project area. These individuals have been
added to our target popul ation. The target population totals
30,909 (see DIP Table a2), including: 18,785 from the project
area plus 12,124 HC attenders from outside the project area.

* There is vague information provided about the current status
of several interventions, including inmunizations, AlIDS/ STD
education in the population and breastfeeding. The baseline
study should include, at a mninmum information on:

*I mmuni zation levels ofchildren attending the clinic.
*I mmuni zation levels of children in the comunity.
*KAP on AIDS and STDs

*KAP on breastfeeding

Al children attending HC child welfare clinics receive schedul ed
vacci nati ons. However, it is difficult to assess their

i muni zation |evels because few bring their growh/imunization
cards (Road to Health Cards) for these visits. The HC staff wll
educate the CHWs and patients to encourage child caretakers to
bring this docunment for all clinic visits. This will help to
enforce a "no miss" vaccination policy at the HC Details on
community vaccination levels were collected in the 1994 Baseline
Survey and are reported in Attachnment B.

The project began comunity education about HIV/AIDS/STDs in
1994. Community barazas (health education events) were
coordinated with community |eaders in each of the three project
| ocations. Audience nenbers ranged in age from small children to
el ders. Their comments and questions raised indicated a general
acknowl edgenent of AIDS/HIV/STDs and a need for specific

i nformation about transm ssion, prevention, and positive living
for those who are H V-positive.

During the home visit evaluations of the CHWs who conpleted
training, information on HIV/AIDS/STDs was the nbst comonly
requested. The evaluations also denonstrated that the CHWs were
able to answer their questions accurately.

The 1994 Baseline Survey indicated that nothers of children under
two were know edgeabl e about the risks associated wth



HIV/AIDS/STDs. They also noted that they needed nore information
that can enpower them in prevention. Sadly, 65.2% of the nothers
stated that they were likely to becone infected with HV/ AlDs.

Questions concerning breastfeeding were included in the 1994 KPC
survey to assess child nutrition and infant feeding practices
during epi sodes of diarrhea. These results are reporting in
Attachnment B.

Community needs, attitudes and preferences are not addressed
in the proposal, except to say that they wanted a health
center. This is a large gap. The findings of the needs
assessnment should be elaborated in the detailed

i mpl ement ati on pl an.

The community's needs, attitudes and preferences are expressed
primarily through the project's Area Health Comm ttees and CHWs.
Primary concerns include incone generating activities, AIDS,
adequate water supply, access to affordable health care, and the
expansion of health care facilities. The project evaluation
conducted in July - August 1994 included a survey of CHWs. CHWs
interviewed in this survey considered nmalaria, AIDS and poverty
(by 22.6%, 12.9% and 12.9%, respectively) to be the major
problens facing their comunity. In addition, a survey of
patients and clients attending the project's HC was al so
conducted. O persons interviewed, nost would like to see
expansion of existing facilities to include maternity and
inpatient facilities.

* The detailed inplenentation plan should al so discuss other
current efforts underway to address comunity health needs.
Details should be provided as to the |ocation of other
clinics, the gaps in services, and the services that
conpl enent those offered by this clinic.

Additional activities include working with |ocal slaughterhouse
owners to control pollution of surface water, working with UN CEF
and the Nairobi Gty Council to locate new public water points,
working with AMREF to conduct and treat cases of hydatid disease
in the project area. The project has also hel ped community
nmenbers to form an active chapter of the Kenya D abetic

Associ ation through the HC. The project wll continue to work
with the community, other organizations and agencies to identify
health needs and develop strategies to address those needs. The
ot her issues raised are addressed in the D P.

There is no nmention of other local NG working in the area.
The detailed inplenmentation plan should outline neans of
col l aboration with any |ocal groups that may exist.

There are no other NGOs working within the project area. The
project does collaborate with Kikuyu Hospital, which is |ocated
approximately five kiloneters away, on coordination of H V/ ADS



services and other CBHC activities. In addition, the project
works with |ocal schools, churches and small conmunity groups.

* G ven the project's acknowl edged difficulties in neeting its
objectives for the second funding period, due in part to the
unexpected loss of the project director, it may be
especially inmportant to draw on high-quality technical
assi stance for this phase of the project.

The project concurs with the review team that high-quality

techni cal assistance for this phase of the project is necessary.
The project is including the costs of hiring an H'S consultant in
the attached budget and will also be seeking outside support in

t he devel opnment of IGAs.

* Regarding H V/AIDS prevention, there is little mention of
t he psychosocial dinmensions of the comunity, with only
limted description of the nmajor behavioral determ nants of
H'V transm ssion. M HV needs to determne the major risk
behaviors in this area, and draw connections between the
chosen intervention and the |ikelihood of success, based on
this information.

From the 1994 Baseline Survey, the project has |earned that
nothers felt it was likely they would becone infected and that
they had no control in the relationship with their husbands nor
trust in their husbands' fidelity. Mst wonmen expressed their
willingness to use condons; however, they felt ill-prepared to
negoti ate condom use with their partners. Oten, nen physically
abuse their partners in response to suggestions of condom use.
Much of the community is economcally disadvantaged and al cohol
abuse is high. The association of commercial sex workers wth
drinking establishments in the community highlights a major route
of transm ssion.

Because of these difficult circunstances, the project wll focus
on education of sexually active nmen. Unless the nmen of the
community accept behavioral change, education of the wormen wll
not significantly affect the incidence of STDH V/AIDS. |ssues
regarding AIDS orphans will be addressed also, using the cultural
i mportance placed on children's roles in continuing famly

herit age.

Al though the conmmunity acknow edges the existence of H V/ Al DS,
the project has experienced extrene cases of individual denial
and fam |y abandonnment when a person has been diagnosed. The need
for confidential counselling and privately-acquired information
on STDs/HIV/AIDS is great. D agnosed individual have been thrown
out of their honmes, abandoned by famly and friends, |ost

enpl oynent, and denied services by |ocal shop-owners and the
religious comunity.

In addition to project plans to establish a counselling center
with referrals for health center testing and treatnent, education



of the community through exposure to PWA (person with AlDS)
educators and education of religious |eaders of the community is
greatly needed. CHW followups for H V-positive community nenbers

can educate famly and nei ghbors about acceptance of these
i ndi vi dual s.

The project will integrate the HC’s fam |y planning services and
STD diagnosis and treatnent with HV AIDS control. Famly

pl anning nurses are being trained in HV/ AIDS counselling and
recognition of signs and synptons of STDs. CHWs, CBDs and TBAs
are also being trained in recognition of STDs which they wl
refer to the HC for diagnosis and treatnent.

El enents of the proposed prevention, education and condom
pronotion canpai gn need to be el aborated. Key questions
should be further addressed in nore detail

*Who is educating whom and about what?

*What materials and nessages will be devel oped, how,
and why?

*What are the projected nunbers of condons sufficient?
*Where will the condons conme from how nuch will they

cost, how will they be pronoted, and w th whon?

Mbst of the population is not know edgeable on proper condom use
or disposal. Community education and the w de distribution of

instructions is a project objective. The project is working to

devel op instructions that are pictorial for the illiterate
popul ation and in Kiswahili, Kikuyu and English. These
instructions will be supplied with each distribution of condons.

CHWs, TBAs and CBDs distribute condons in the conmunity and
advise villagers on their proper use. Prevention of STDs,

H V/AIDS as well as fam |y planning purposes are taught. This
targets nostly the women of the area, since nbst CHWs are wonen.

Comunity educators, including the project staff, trained CBDs
and CHWs, Will work with youth groups, sexually active nen, |oca
bar owners and patrons, and comunity and church groups. In
sensitivity to comunity noral standards, condom pronotiona
information will be acconpanied with information from the Kenya
National AIDS Control Program and |ocal churches that highlights
fidelity and abstinence for unmarried persons.

HC staff including the Clinical Officers, Famly Planning Nurses
and counsellors will advise on condom use and distrjbute 5ondons
to interested clients. Condom dispensers are @l so situated in the
public toilets for HC clients and are requested by individuals
who visit the HC’s Community Health O fice. Condons are provided
free to the community and are obtained by the project through the
MoH. Distribution of condons in the community through the use of
condom di spensers is another pronotion objective, wth supply
bei ng replenished on a regular basis by CHWs and HC staff. Target

sites include public toilets, bars, and shops. Condom di spensers
are provided by FPPS.



In addition, the project is in discussions with UNICEF to arrange
for CHW TBA and CBD distribution of '"Trust' condons as an
incentive | GA. These are being marketed by Popul ati on Services
International. Lessons |earned from other NG show that condons
whi ch demand paynent are valued over those that are distributed
free and therefore nmay be nore effective behavioral nodifiers.
Condons that are distributed by the MOH are barred from sale in
accordance with donor regul ations.

Currently the project distributes 6,200 condonms per nonth. Wth
increased efforts in condom pronotion and STDY AIDS intervention
prograns, the project expects to distribute at |east 10,000 per
month. Supplies from the MOH have been sufficient to date.

* The project should consider defining nore narrowy from
anong project beneficiaries the population nost heavily
targeted for the HHVAIDS intervention. Wnen and their
partners and youth make up a majority of the population, and
not all are at equal risk. Furthernore, each requires
different tailored approaches in nessages and education.

The project will focus nore heavily on community education
targeting youth through school sem nars, peer education, and
participation in folk nedia education. In addition, target groups
are being organized in areas of the project where unenpl oynent,

i dl eness, and al cohol are having a nore dramatic inmpact on youth
and nmen. Project participation in educational prograns, using
puppetry, drama, and folk nedia to facilitate involvenment of the
communities in intervention prograns, is a key effort of the CBHC
program Subsequent videos of |ocal comunity performances as
wel | as other videos produced by the MOH, UN prograns and other
NG3s are shown in the HC patient waiting area.

The establishment of a well-advertised counselling service for
STDOH V/AIDS will aid those persons in the conmunity who perceive
t hemsel ves at high risk. As part of this service, counsellors
will be trained in advising clients on prevention nmethods,
sensitizing them to condom use, educating nen on the need for
condom use, and working with wonen on condom negotiation wth
their partners.

Through outreach services to the local bars, high risk groups of
men will be given access to education and materials for
prevention. If possible, the project plans to work with bar
owners in providing 'question-answer' sessions and distribution
of 1EC material s.
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MIHVKenya{ Project Staff and Organization as of 1 aApril 1995

Pr oj ect Di

re tor

M chael Snyser, MPH

Pu% Di rec or (Proj Of) Lo S Miano, KRN
dic irector Eric Jam son, MD, MPH
ASSI stant Pr ect Oficer Leoni da Ongarl Atieno
Conmuni t¥> oor i nat or

Assi stant Project Oficer Lol se Wanj fku Mikanda, ECN
Vol Hth Edu¢ator Stella Chao .
Vol Administt¢ative Liason Vacant
Adm ni strati ve Assi st I rene Kamau
Chandar i a-MIﬁv Health Centre:
Associ at e Adlin' ni strator Vacant
Mnistry of Health Seconded Staff:
Clerk Est her Kat hi ni
Nutritionist Dor cas Ker ubo

Lab Techs Jackson %\Ag Jane Kanbo, Jacinta Ngugi
Phar malqﬁI Tech Charl es ru

Charge Nurse El i zabet h Wanbugu, KRN
7 Enrolled Communi ty

Nurses Est her Machanga, Panel a Cchieng TereS| a

Waitinu, Evalyne Orkuba, G ace Kama

o _ Dor cas. Kamau, ~ Susan Ndei
Cinical Oficer Cat herine Riungu
Heal t h Centra“ Support Staff:
3 Watchmen ! l\léchaekl Mvansi . Amon Thandi G tau, Peter

ari uki

2 Cleaners Theresia Gtoto, Jane Chege
2 Clerks Ceorge Michene, David G kuyu
Driver/clerk Leonard G churu Gtau

< MINNES OTA INTERNATIQNAL HEALTH VOLUN’IER%)

BOARD OF MANAGEMENT )
-
Degoretil Division MIEY ,
—— Nadrebl, Kanya Project Director
toject Director
Chandaria Pounda
= T Mutuini Location sundation
puty Director Ruthimite Location . .
Project Officer deﬂnh Location 3 Community Representativel
Ministry of Haalth
Medical Director A inistrative 3 Area HI
Assis{ant « Hith Joint Hith Undversity of Nairobi
- ; Committzes Commitiee Dept of Peedlatrics
‘?‘9““* Community) sy OR
< HHVs Health Velunte
nﬂ Educator] [ TBAs shuntee” m&:’g’;‘;’ .
Chandarie- MIHV N, mmm
Health Centre Member at Large
Yermier District Officer p,
Asseclate Adml.nktn?! H.u'u:hy ofﬂedﬂ\ $Seconded Stadl \\

\ r Clerk lNuirlhonui Zhlh'l'e:h lmmr.a | Charge Num 1 Clinical Officer
o \

[ Haalth Centrd Swgport sur] ;E""’“‘d Community
— — L urses
[3 Watehmen|[2 Cleaness| |2 Ckrl\sl [ DrivulChzk{




PVO/Country: wuHV/KENYA

DIP TABLE C: TRAINING AND SUPERVISION SUMMARY

Project Duration: Start Dare: September 1, 1994

Estimated Completion Date: August 31, 1997

TRAINEE NO. OF HOURS CONTACTS
C O JOBTRE s E T | T L E PER MONTH SUPERVISOR PERMONTH|INTERVENTION(S)
INITIAL [INSERVICE
Asst. Project Officer Community Health Worker 28 8 | Deputy Director 28| CBHC
Asst. Project Officer Traditional Birth Attendants 28 8 |Asst. Project Director 28| CBHC
AMREF TOF Training 160 0|John Atieno 0 |Train TOTs
Asst. Project Officer HIV/AIDS Counselling 80 8| Deputy Director 28 |HIV/AIDS counselling (CBHC)
Community Nurse HIV/AIDS Counselling 80 8|Asst. Project Director 28 |HIV/AIDS counselling (HC)
Asst. Project Officer CHW Refresher 24 8 | Deputy Director 28| CBHC
Asst. Project Officer TBA Refresher 24 8 |Asst. Project Director 28 |CBHC
TOTAL 424 48|\ 168
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PVO:_MIHV

DIP TABLE D: HEADQUARTE

SCHEDULE OF ACTIVITIES

(Check box to specify Quarter and Year)

ige 1 of 5

1. Personnel in Position

" a. HQ/HO Technical

" b. HQ/HO Administrative

| c. Country 1 Key Steff

d. Country 2 Key Staff

. Baseline Reports Completed

a. Country 1

b. Country 2

3. Training Completed

a. Country 1

b. Country 2

. Procurement of Supplies

. Services Délivery Initiated

a Countrv 1

b. Country 2
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Page 2 of 5

DIP TABLE D: HEADQUARTERS SCHEDULE OF ACTIVITIES

6. HQ/HO Technica Staff Visits

a. Country 1

b. Country 2

7. Hedlth Info. System Functioning

a. Country 1 |X | Xj X |'X
b. Country 2

9. A.l.D. Reports Prepared

a. Country 1

b. Country 2
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Page 3 of 5
DIP TABLE D: FIELD PROJ T SCHEDULE OF ACTIVITIES

PVO: _MIHV Year 3 II

Country: _KENYA

1. Personnel in Position
I : | T ) T |} ) ) | |
" a. Project Manager x ' > . > . x > < < ' =X ' ' PSS
b. Technical Coordinator I ! ' l I I
1 3 L ] ) ] ] | |
c. Health Information System Manager I I I
i —— l ) ) ) 1 ) ) ) 1 ) t |
d. Community/Village he~th wor<o H X X X X X X X X X X X ' X

2. Health Information System

a. Baseline Survey

— Design/preparation

— Dat= collection and analysis

— Dissemin—ion o d feedback to community
and project man o ment

b. Consultants/co ® mct to design HIS

|| c. Develop and test XIS

Implementation

— SevYUopment and feed back to communitx
ano proiect managerment
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Page 4 of 5
DIP TABLE D: FIELD PROJECT SCHEDULE OF ACTIVITIES

PVO._MIHV

Country: __KENYA

3. Training

a Design

b. Training of trainers

c. Training sessions

X | X | X | X
>
>

d. Evauation of knowledge of skills

4. Procurement of Supplies

5. Service Ddlivery to be initiated

a Areal

- Control of Diarrheal Diseases

- Immunization

- Nutrition:

Breastfeeding

Growth Monitoring/Promotion

- Micronutrients

- HIV

- Control of Pneumonia

- Maternal Care/Family Planning
- Other

WORDPERFECT 94DPTBD.WP



Page 5 of 5
DIP TABLE D: FIELD PROJi ( SCHED” LE OF ACTI" TIES

pvo: __MIHV I Year

Country: _ KENYA

L1 |
<
1)
b=t
=
)
p—
<
)
8
=
w

b. Area 2 I I |
— Control of Diarrheal Diseases I X X X ! X I X X X X X
— Immunization I x "X ' ! x l P ! x b x : X "X X X
— Nutrition: I X ! X L X I X L« L Tx x Y "X 'R
Breastfeeding l x ! b J x ! X l X ! X ! X ' x = X X x -
Growth Monitering/®romotion I x ' P ! P ! P P ! X ' X g P | X "X "X "X
—Micronutrients I > ' ! P ! X I > ' 'x Tx = x x X -
— HIV '>< |'>< ! L I>< L b lix '>< "X ' ' I
# — Control of Pneurnonia ' x ! X X ! 3 l X ! X ! x ! X = X X X X '
— I ern® Care/Family Planning I X ! ' g l X ' X ' X ' X X ' X "X ' X "
_ Othar (FnvironmentTLHealth, X I' > I' p%Y I" > Il = Il P4 Il b4 =< 1 1 ¢ 1 I

6. Technic® Assistance | | | | | | | | |
a. HQ/HO/Region® office visits ' "X ' I_ : "X ' "X : "X
b. Local Consultants ' : : x
o. EmernT! technical ascirtmm I | X | | I |X | X | i | X | |

7. Progress Reports I | | | I I I __I
] | ] ] | __

a. Annual project reviews ' ' ' X ' ' "X ' X
b. Annual port. X X

c. Mid-te eva X X

d. Fin&'evahumtion | ' ' ' [ | ' 1 1<
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